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Introduction to the Portfolio
The work completed for the PsychD in Clinical Psychology has been compiled into a 
portfolio consisting of two volumes. The content of each volume will be briefly 
outlined below.
Volume I:
1. The Academic Dossier: contains the five essays written during the course.
2. The Clinical Dossier: contains brief overviews of each clinical placement and each 
case report written during the course. The full versions of these, including 
references and appendices, are found in Volume 2. This is held in the University of 
Surrey Psychology Department due to the confidential nature of the documents. 
Please note that all client names and other identifying details have been changed in 
both volumes in order to maintain client confidentiality.
3. The Research Dossier: contains the service related research project, the literature 
review and the major research project.
Volume 2:
1. The five case reports written during the course.
2. Contracts from each placement.
3. Logbooks of clinical experience from each placement.
4. Clinical evaluations of the trainee from each placement.
ACADEMIC DOSSIER
Adult Mental Health Essay
Both behaviour therapists and cognitive therapists may use 
behavioural techniques in the treatment of anxiety disorders and 
depression. However the underlying theoretical rationales for the use 
of these behavioural techniques differs. Critically evaluate these 
different theoretical rationales by drawing on the literature from
anxiety and depression.
December 1999 
Year 1
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Introduction
Behaviour therapists and cognitive therapists use a range of behavioural techniques 
for intervening with psychological problems. However the use of these techniques 
differs according to the theoretical basis of the approach. To understand how these 
approaches differ the following essay will consider the historical background to the 
therapies, and then introduce and consider some evidence for specific theories in 
anxiety and depression disorders.
General theoretical background to behavioural and cognitive therapy
Behaviour therapy emerged as a result of the application of learning theory to a range 
of psychological problems. The overriding therapeutic rationale arising from learning 
theory is that all behaviour is learned and therefore can be unlearned (Eysenck 1960: 
cited in Clark et al. 1997). Two early influential principles of learning emerged from 
animal experiments through the work of Pavlov (1849-1936) and Skinner (1953). This 
work largely provided the theoretical basis for the clinical application of behaviour 
therapy.
The procedures of classical conditioning were described by Pavlov (cited in Hawton et 
al. 1989) in his experiments with dogs. He discovered that when a conditioned 
stimulus, a bell, (one that did not elicit an automatic response) was paired on a number 
of occasions with an unconditional stimulus, food, (one that automatically elicited a 
response, salivation) the bell would could come to elicit the response, salivation. 
Furthermore this learning process could be extinguished if the conditioned stimulus, 
the bell, ceased to be followed by the unconditional stimulus, the food. This 
conditioning procedure was found to be relevant to emotional responses, particularly 
the emotional response of fear to aversive stimuli. Watson and Rayner (1920: cited in 
Hawton 1989) paired a white rat (neutral stimulus) with a loud noise (an anxiety- 
provoking stimulus) and produced a conditioned fear response in Little Albert to the 
white rat. This fear response generalised to other similar stimuli.
Another influential theoretical precursor to the development of behaviour therapy was 
operant conditioning. Skinner (cited in Hawton 1989) defined four properties of 
reinforcement in operant conditioning. Positive reinforcement occurs if a particular
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behaviour increases because it is followed by positive consequences. Negative 
reinforcement occurs if a particular behaviour increases because it is followed by the 
omission of an unpleasant event. Punishment occurs if the behaviour decreases 
because it is followed by an unpleasant event. Finally frustrative non-reward occurs if 
a particular behaviour decreases because it is followed by the omission of an expected 
reward. Combining classical and operant conditioning procedures Mowrer (1947, 
1960: cited in Hawton et al. 1989) described two-factor theory to explain fear and 
avoidance behaviour. He suggested that fear is conditioned to specific stimuli through 
classical conditioning procedures. Then through operant conditioning procedures, the 
animal learns to avoid the stimulus to reduce the unpleasant fear response.
Such conditioning principles provided a theoretical understanding of fear acquisition 
and behavioural contingencies and were influential in the development of behavioural 
treatment for psychological (Wolpe 1958; cited in Clark et al. 1997) and psychiatric 
(e.g. Ayllon & Azrin 1968: cited in Clark et al. 1997) disorders. These disorders were 
operationalised in terms of their behaviours. A range of behavioural techniques were 
developed to target behavioural problems. For example, exposure to anxiety- 
provoking situations is designed to extinguish fear to particular situations. Changing 
behaviour that is characteristic of a disorder is the active component of behaviour 
therapy.
Cognitive therapy emerged largely due to the work of Beck (1967, 1976: cited in 
Hawton et al 1989) who conceptualised psychological problems in terms of negative 
cognitions and faulty cognitive processing. Beck incorporated the use of behavioural 
experiments into cognitive therapy to gather information about and to test out these 
negative cognitions, which are the primary focus of this type of therapy. So rather than 
viewing behavioural techniques as crucial to changing behaviour, Beck and other 
cognitive therapists borrowed behavioural tools from behaviour therapy to provide the 
basis of experiments with patients to test their problem related cognitions.
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Anxiety Disorders
DSM-IV catagorises anxiety disorders as follows: specific phobia, social phobia, 
generalized anxiety disorder, panic disorder with and without agoraphobia, obsessive- 
compulsive disorder and post-traumatic stress disorder.
Depression
In DSM-IV subcategories of depression are described in the section on mood 
disorders. These include major depressive disorder; single episode or recurrent, 
dysthymic disorders, depressive disorder not otherwise specified and bipolar disorder.
Cognitive theory of panic disorder
Cognitive theory of panic disorder proposes that panic disorder clients have “an 
enduring tendency to misinterpret benign bodily sensations as indications of an 
immediately impending physical or mental catastrophe” (Clark et al 1994). Bodily 
sensations associated with an anxiety reaction include palpitations, breathlessness, 
chest pain and racing thoughts. Common misinterpretations include perceiving 
palpitations as evidence of an impending heart attack or perceiving racing thoughts as 
a sign of losing control over one’s mind. Such misinterpretations activate a vicious 
circle whereby the perceived threat increases anxiety, which increases the bodily 
sensations further, reinforcing the negative beliefs (Clark 1986).
Once these negative evaluations are established they are maintained through a number 
of processes including avoidance, safety seeking behaviours, attentional deployment, 
spontaneous imagery, emotional reasoning, certain types of memory processes and the 
nature of threat representations (Clark 1999). Avoidance of feared situations and the 
adoption of safety behaviours prevent disconfirmation of the patient’s negative 
beliefs. For example the panic patient may believe the reason they escaped a heart 
attack was because they sat down and rested their heart.
Evidence for the cognitive model of panic disorder
Evidence to support the idea that panic is activated by cognitive processes comes from 
a study which investigated the effect of inducing panic in normal subjects using 
hyperventilation (Clark and Hemsley 1982: cited in Clark 1986). In this study it was
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found that subjects varied in their response to the panic inducing procedure. The 
authors suggested that this variation was due to the role of cognitive factors such as 
expectation and past pleasurable or aversive experience of these sensations. Also 
Ehlers et al (1988; cited in Clark et al 1997) provided false information about 
increases in heart rate to panic patients and normal controls and found that the panic 
group of patients developed more anxiety that the control group.
Salkovskis et al (1999: cited in Clark 1999) provides support for the idea that safety 
behaviour prevents discomfirmation of the patient’s negative beliefs thereby 
maintaining anxiety. They randomly allocated patients suffering from panic disorder 
with agoraphobia to exposure to a fear situation with instruction to use their safety 
behaviours or to drop their safety behaviours. As predicted by the model, patients who 
were instructed to drop their safety behaviours during exposure showed a significantly 
greater reduction in negative beliefs and anxiety than those who kept their safety 
behaviours in a subsequent behavioural test.
Finally cognitive therapy has been shown to be effective for panic disorder in 
treatment studies. Clark et al (1994) compared a cognitive, behavioural and 
pharmacological treatment of panic disorder. These treatments showed significantly 
greater improvement than a waiting list condition and the cognitive therapy was 
shown to be better than both the behavioural and pharmacological treatment both after 
treatment and at 15 months follow-up. The study included the Body Sensations 
Interpretation Questionnaire (BSIQ; Clark et al 1988: cited in Clark et al 1994) 
designed to assess the misinterpretation of a range of bodily sensations and the 
Agoraphobic Cognitions Questionnaire (ACQ; Chambless et al, 1984: cited in Clark 
et al 1994) which is a checklist of negative automatic thoughts associated with anxiety 
episodes. The aim of including these cognitive variables was to assess cognitive 
change in line with the cognitive model of panic. They found that cognitive appraisals 
at the end of treatment were a significant predictor of panic and anxiety at follow-up 
suggesting an important role for cognitive change for long-term positive outcome.
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Cognitive therapy for panic disorder
Following from a cognitive understanding of panic is a treatment rationale that targets 
the misinterpretations of bodily sensations. This involves identifying negative 
thoughts and beliefs triggered by bodily sensations and then presenting alternative 
interpretations for the bodily sensations. Finally the validity of the patients’ beliefs 
and the new interpretations are tested through discussion and behavioural experiments 
(Clark 1986). With panic disorder typical behavioural experiments used to modify or 
test out patients interpretations or beliefs in this experimental way include those which 
are designed to provoke an anxiety reaction and those designed to manipulate the use 
of safety behaviours.
Behavioural theories of anxiety disorders
Early behavioural formulations explained anxiety problems in terms of conditioning 
principles. In particular Mowrer’s (1950: cited in Bellack et al 1982) theory of fear 
acquisition provided a model for the development of clinical phobias. This two-factor 
theory suggests that fear is conditioned through association with a traumatic event and 
then is maintained through avoidance behaviour. The avoidance of fear provoking 
stimuli reduces the level of anxiety, thereby negatively reinforcing avoidance 
behaviour. Subsequent theories have broadened the formulation of fear acquisition by 
suggesting that fear can develop as a result of ‘vicarious learning’ (Bandura 1977: 
cited in Bellack et al 1982) or through the transmission of information and instruction 
and maintained through both avoidance and escape behaviours (Rachman 1977: cited 
in Bellack et al 1982). Also Solomon and Wynne (1954: cited in Hawton et al 1989) 
showed that when fear responses had become conditioned to particular aversive 
stimuli then the avoidance responses were particularly difficult to extinguish.
Evidence for behavioural theories of anxiety disorders
Problems for the validity of two-factor theory stem from studies that have been unable 
to link the acquisition of the fear with a traumatic experience (e.g. Buglass et al 1977: 
cited in Bellack et al 1982) and to condition phobias in this way. Also clinical 
observations of phobia patients suggest that phobias are often developed gradually and 
are specific to a discrete number of stimuli (Emmelkamp 1982).
Rachman et al (1986; cited in Salkovskis 1991) attempted tot test the theoretical 
propositions that fear reduction is prevented by escape behaviour. They instructed 
patients to either stay in a feared situation until their anxiety declined or to leave the 
situation when their anxiety rose to 70 on a hundred point scale. Escape behaviour 
was minimally exhibited and both groups showed anxiety reduction. Thus the finding 
did not support the theoretical predictions of the model.
Behavioural treatment for anxiety disorders
Systematic desensitisation was developed by Wolpe as a treatment for phobias. It 
involves extensive training in muscular relaxation techniques. Once the patient has 
acquired competency in relaxation skills and are in a state of relaxation they are 
introduced to a hierarchy of anxiety-provoking situations either in imagination or in 
vivo. Also graded exposure treatments in vivo instruct patients to remain in the 
anxiety-provoking situation until their anxiety subsides (Rachman 1990a; cited in 
Salkovskis 1991). These behavioural techniques of relaxation, graded hierarchies and 
graded exposure are used to extinguish fear associated with particular stimuli and 
situations.
Cognitive theory of depression
The cognitive theory of depression developed by Beck (1967, 1976; as cited in 
Hawton et al 1989) suggests that through our experience we form assumptions or 
beliefs about ourselves and the world. These beliefs are necessary for normal 
functioning as they help us understand our behaviour and the behaviour of others. 
However some assumptions are considered dysfunctional as they are rigid and 
extreme and can make us vulnerable to depressive episodes. For example a person 
who had the belief ‘if I am not perfect at everything I do, then I am a failure’ would be 
expected to be vulnerable to negative cognitions and depression if they only got a pass 
grade in an exam. Thus the assumption becomes problematic when critical incidents 
or negative events occur which do not match with the underlying system of beliefs.
The incongruity of the underlying beliefs and the critical events give rise to negative 
automatic thoughts. The thoughts are ‘automatic’ in that they come ‘out of the blue’ 
and are accepted without examination. Beck (1967) proposed that the content of
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depressive thinking could be described in terms of a ‘cognitive triad’, that is negative 
automatic thoughts about the self, the world and the future. Also depressed 
individuals make ‘systematic logical errors’ in their thinking which maintain they 
dysfunctional assumptions. Such errors have been defined as arbitrary inference, 
over-generalisation, selective abstraction, magnification, minimization, 
personalisation and dichotomous thinking. The model suggests that as the depression 
develops, the more intense automatic thoughts, the more they drown out more positive 
thinking and the more depressed the person becomes. Thus a vicious circle is 
established. In a further elaboration of this theory Beck (1987) proposes that the 
degree of negative thinking is associated with the severity of other symptoms of 
depression, for example behavioural and motivation symptoms (Beck 1987; cited in 
Haaga etal 1991).
Evidence for the cognitive model of depression
Many of the descriptive aspects of Beck’s cognitive theory of depression are 
supported by research: increased negative thinking about the self; relationship
between negative cognitions and non-cognitive depressive symptoms; and content 
specificity involving themes of loss (Haaga et al 1991). Evidence that depressive 
thinking is inaccurate and that negative thoughts are automatic are not well 
substantiated (Haaga et al 1991).
Causal aspects of the theory suggest that critical incidents trigger dysfunctional beliefs 
that have been lying dormant. Beck (1983: cited in Haaga et al 1991) elaborated this 
cognitive vulnerability hypothesis to suggest that certain stressors that activate these 
beliefs are linked to the personality modes of sociotropy and autonomy. The 
sociotropic personality value “positive interchange with others, focusing on 
acceptance, intimacy, support and guidance” and the autonomous personality values 
“independent functioning, mobility, choice, achievement and integrity of one’s 
domain” (Beck, Epstein & Harrison 1983, p3: cited in Haaga et al 1991). Stressors in 
the environment related to these personality modes, for example rejection for a 
sociotropic personality and dependency in the autonomous personality, would be 
expected to activate dysfunctional beliefs and thus cause depression.
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A number of studies have investigated this cognitive-vulnerability hypothesis of 
depression and have found evidence of an interaction between sociotropy and 
‘negative interpersonal events’ but not autonomy and ‘negative achievement events’ 
(Clark et al 1992 and Clark et al 1994; both cited in Salkovskis 1996).
Cognitive treatment of depression
Cognitive therapy for depression is based on this theoretical rationale, which views 
maladaptive thoughts as central to the maintenance of depression. Therefore cognitive 
therapists work with the patient to break the vicious circle by increasing the patient’s 
awareness of negative automatic thoughts, questioning these thoughts and challenging 
dysfunctional assumptions. It follows that a change in negative automatic thoughts 
will produce a change in behaviour, feelings and mood. Cognitive therapists use a 
range of cognitive and behavioural techniques to test out these negative appraisals.
Behavioural theory of depression
A number of behaviour theorists link depression to the principles of reinforcement and 
learning theory. Skinner (1953) viewed depression as a result of the extinction of 
established sequences of behaviour due to an absence or gradual decrease of 
reinforcement. This idea that depression can be viewed as a reduced rate of behaviour 
due to a change in reinforcement contingencies is central to behavioural theories of 
depression. Lewinsohn & Shaw (1969, 1976: cited in Bellack et al 1982) view 
depressive symptoms, particularly low rates of behaviour, as a result of a lack of 
response-contingent positive reinforcement. They further elaborate the theory to 
suggest that firstly this lack of response-contingent positive reinforcement causes the 
feeling of dysphoria, characteristic of depressed mood. Secondly they suggest that 
depression can be maintained by the attention and reaction on others in the 
environment. However such social reinforcements, for example sympathy, can be 
short-lived as the behaviour of the depresses person can be aversive to others and so 
avoided decreasing the depressed person’s opportunities for contact and reinforcing 
experiences. Finally they suggest that poor social skills can contribute to low rtes of 
positive reinforcement.
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Evidence for the behavioural theories of depression
Lewinsohn’s theory suggests that the quantity of reinforcing events is central in the 
development and maintenance of depression. Several studies have looked at whether 
increasing positive reinforcement through graded homework activities would be 
successful in improving depression (e.g. Brown and Lewinsohn 1984, Gardner & Oei 
1981 : both cited in Clark et al 1997). They found that this approach was successful in 
improving depression.
In some studies depressed individuals have been found to be less socially skilled in 
interpersonal interactions than the non-depressed control groups (Lewinsohn et al 
1970 and Libet and Lewinsohn 1973: cited in Bellack et al 1982). Another study 
found that depressed people induced more negative affect and elicited greater feelings 
of rejection from others (Coyne 1976: cited in Bellack et al 1982). A general 
criticism of these studies is that it is difficult to conclude whether poor social skills 
reflect a real deficit in depressed-prone individuals or whether poor social skills are 
secondary to depression. Rather than a lack of basic cognitive skills, Williams (1992: 
cited in Williams 1997) hypothesises that the content of the conversation of depressed 
people may be what alienates them from others.
Although mood ratings have been found to correlate with rate of pleasant activities 
(e.g. Lewinsohn and Bohemian 1982: cited in Bellack et al 1982) it is not necessarily 
the case that increasing the rate of pleasant activities will result in an increase in 
mood. Biglan and Craker (1982) investigated whether they could enhance the mood 
of 4 clinically depressed women by increasing the rate of pleasant activities. They 
were able to increase the rate of pleasant activities for all 4 patients using a self­
reward procedure but these increases did not produce improvements in mood in terms 
of number of hours depressed per day. They concluded that their findings case doubts 
on the sufficiency of treating depression by increasing pleasant activities.
Behavioural treatment of depression
From this theoretical perspective the goal of behavioural interventions is to re­
establish behavioural contingencies that are reinforcing. It is this increase in 
reinforcing experiences from the environment that is thought to affect a change in
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mood. Behaviour therapies that were developed as a consequence of this theory were 
pleasant-events scheduling and social skills training.
O
Discussion
From a behavioural perspective, disorders of anxiety and depression arise from 
maladaptive learning processes acquired through interaction with the environment. 
According to behaviour therapists all behaviour is learned and therefore can be 
unlearned. The behaviour therapist’s main task is to help the individual to change 
their problem behaviours. To achieve this they draw on a range of behavioural 
techniques developed to affect a positive change in the identified problem behaviour.
^  For anxiety this might include the use of graded exposure to feared situations to
extinguish fear or relaxation techniques to manage the physical symptoms of anxiety. 
For depression this might include scheduling pleasant activities and training new skills 
to increase the individual’s behavioural repertoire and their opportunity for new 
regarding experiences. For behaviour therapist’s problems are conceptualised in 
terms of overt behaviours and there is a strong emphasis on the use of techniques as 
methods to affect change in these problem behaviours (Arkowitz et al 1989).
From a cognitive perspective, disorders of anxiety and depression arise as a result of 
an individual’s distorted cognitions and perceptions. The cognitive therapist’s main 
task is to facilitate cognitive change. To achieve this they draw on a variety of 
behavioural and cognitive techniques. Behavioural techniques play an important role 
in cognitive therapy. However they are used to collect information about how an 
individuals thinking is affecting their behaviour, which will be used to intervene 
directly with these thinking processes. For anxiety problems this might include 
inducing bodily sensations associated with panic using a hyperventilation task to 
challenge beliefs about the dangerousness of these symptoms (Wells 1997). For 
depression this might include monitoring activities for pleasure or mastery to help 
individuals to make connections between their thoughts and behaviour and the effect 
these have on mood (Arkowitz et al 1989). This information can also be used to 
challenge dysfunctional beliefs such as T’m useless’ or ‘there is no point is getting out 
of bed’. Therefore cognitive therapists encourage individuals to be their own 
‘personal scientist’, (Kelly 1955: cited in Arkowitz 1989), “constantly extracting
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personally relevant information from the environment, using it to develop theories 
about oneself and the world, and acting and feeling in accordance with those beliefs” 
(Arkowitz et al 1989, p 151).
For both approaches behavioural techniques have a major role to play in intervening 
with psychopathology. However the approaches differ with respect to the factors that 
cause and maintain psychopathology. Therefore the rationale for the use of such tools 
reflects the underlying theoretical basis of each approach. In behaviour therapy the 
techniques are employed to affect behaviour change. In cognitive therapy the 
techniques are employed to affect cognitive change.
To assess whether the rationale reflects the actual mechanisms of change is complex. 
One source of information is to examine the evidence for the theoretical model. As 
demonstrated earlier the evidence for some models is weak, particularly the 
behavioural models. In most cases there is some evidence for supporting some 
aspects of the model but it is incomplete for the entire model. For example, in the 
case of the cognitive model of depression it was shown that there is evidence for the 
descriptive aspect of the model but no convincing evidence that cognitions play an 
active role in the development of depression (Haaga et al 1991).
Another way of assessing the theoretical basis of treatment techniques is to look at 
how treatments fare in outcome studies. The NIMH Treatment of Depression 
Collaborative Research program (Elkin et al 1989: cited in Clark et al 1997)
randomly allocated 250 patients with major depressive disorder to 4 treatment groups; 
Beck’s cognitive therapy, interpersonal psychotherapy (IPT, Klerman et al 1984), 
antidepressant medication (imipramine) plus clinical management (CM), and placebo 
plus clinical management. All treatments were shown to be effective with little 
statistical difference between them. The placebo plus CM group did surprisingly well 
especially with the severely depressed patients -  no advantage found for the active 
condition. Such relative equality in the effects for different treatment conditions tells 
us little about how these therapies have their effects and consequently provide little 
validation for the theoretical distinctiveness of individual therapies.
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Such findings have led to the suggestion that change is the result of the non-specific 
effects of therapy. The non-specific factors common to all therapies are summarized 
by Goldfried (1980: cited in Clark et al 1997) as follows: “1. They provide patients 
with new corrective experiences; 2. They offer patients direct feedback; 3. They 
induce in patients the expectation that therapy will help them; 4. They create a 
therapeutic relationship and 5. They provide patients with repeated opportunities to 
test reality” (page 274). These suggestions may provide an explanation for why we 
would expect change in a positive direction for any therapeutic intervention. However 
they imply that therapy could be atheoretical and that the choice of behavioural 
techniques could be made on the basis of, for example, face validity.
Rachman (cited in Clark et al 1997) discusses a further theoretical problem with 
reference to cognitive models. He suggests that the therapeutic gains that may be 
achieved using a particular model, in this case cognitive behaviour therapy for panic, 
are open to interpretation (Seligman 1988: cited in Clark et al 1997). Observed 
decreases in negative cognitions and in bodily sensations may cause decrease in panic 
attacks. Or indeed the opposite could be true -  a decrease in panic attacks could cause 
a decrease in negative cognitions and bodily sensations. Such dilemmas arise due to 
the difficulties in interpreting research findings that are not clear cut when it comes to 
theoretical explanations.
Also Margraf and Schneider (1991: cited in Clark et al 1997) and Margraf (1995: 
cited in Clark et al 1997) compared exposure treatment without cognitive 
manipulations and cognitive therapy without exposure for patients with panic 
disorder. They found that enduring improvement were found for both groups and that 
the exposure group showed a decline in negative cognitions on a par with the 
cognitive therapy which intervened directly with cognitions. This suggests that 
negative cognitions can decline as a result of a treatment that directly address negative 
cognitions and with a treatment that does not address cognitions at all. With regards 
to Beck’s cognitive therapy for depression Teasdale (1993: cited in Clark et al 1997) 
refers to a similar finding that changes in depressive thinking are similar in studies 
showing improvements following medication and cognitive therapy. Currently this is 
not accounted for in models of emotional disorders.
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In conclusion behavioural techniques are used in accordance with the theoretical 
specification of the model adhered to by the particular therapist. The issues outlined 
in the discussion were chosen to highlight some of the theoretical issues which need 
further clarification and elaboration in the application of psychological treatments to 
depression and anxiety disorders. These issues are relevant to the use of behavioural 
techniques by both behaviour and cognitive therapists. To justify the different 
rationales requires evidence for the model itself and evidence for the effectiveness of 
treatments based on the defining features of the model. Currently it would appear that 
this evidence lacks this degree of clarity.
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Introduction
The following topics will be used to discuss the impact of others’ expectations on the 
communicative abilities of people with learning disability (LD): (i) the prevalence of 
communication problems in this population; (ii) the factors that are considered 
necessary for effective communication; (iii) the development of language acquisition 
in normal developing children; (iv) developmental theory of LD; (v) the historical 
context; (vi) the expectations of others and (vii) the personal consequences of these 
expectations for people with LD. After this the work of the clinical psychologist and 
how they might deal with these issues are discussed.
Definition of Learning Disability
Learning disability has been defined as significant sub-average intellectual 
functioning which exists concurrently with related limitations in 2 or more of the 
following areas: communication, self-care, home living, social skills, community use, 
self-direction, health and safety, functional academics and leisure and work. These 
problems must have been evident before the age of 18. Within this definition the level 
of disability is further classified into 4 bands based on measures of intelligent quotient 
(IQ). Therefore mild learning disability is an IQ between 55 and 69, moderate is an 
IQ between 40 and 54, severe is an IQ between 25 and 39 and profound is an IQ 
below 24 (American Association on Mental Retardation 1992).
Prevalence of Communication Problems
Studies have shown that communication problems are pervasive in learning disabled 
populations. Budd (1981: cited in Van der Gaag, 1998) found that 73% of the 
learning disabled population in Nottinghamshire had communication problems. Other 
studies have reported even higher prevalence rates: 78% in West Berkshire (Parker & 
Liddle 1987: cited in Van der Gaag, 1998) and 89% in a study conducted in Avon 
(Noble 1990: cited in Van der Gaag, 1998). Blackwell et al (1989: cited in Bartlett 
& Bunning, 1997) reported that 62% of the population of clients in day centres and 
long stay hospitals experienced communication problems. Also they subdivided this 
group according to the severity of the problems to show that 29% were non-verbal, 
25% had marked difficulties in verbal communication and 8% had some level of
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verbal difficulty. Therefore communication difficulties in disabled populations are 
common and reflect a wide range of problems.
O
Definition of Communication
Van der Gaag & Dormandy (1993) describe communication as a two-way process 
between a speaker and a listener in a particular context, which involves a speaker 
conveying a message and a listener interpreting the message. Communication has 
also been defined as “a function of the relationships between forms, functions, and 
context, including the intentions of the speaker and the expectations of the hearer” 
(Wesche, 1983, pg. 42: cited in Van der Gaag et al. 1993).
D
Factors in Communication
Peoples with limited communication skills are often highly dependent on the 
interpretation skills of others to understand their acts of communication. This is a 
complex process even when communication difficulties are not present. This is 
because interpreting an act of communication requires attention to many factors, 
which are analysed together to arrive at the intended meaning. These include factors 
^ within the individual such as language competence, personality and motivational
factors and factors within the environment.
Van der Gaag (1998) distinguishes between factors intrinsic and extrinsic to the 
individual that influence communication. Intrinsic factors refer to difficulties with 
“intelligibility of speech, fluency and rate of speech, understanding, memory and 
concentration skills and social interaction skills” (pg. 89). Extrinsic factors refer to 
difficulties that occur within the individual’s environment which influence 
communication skills. These include the opportunities that are available for using 
communication skills, the quality of personal relationships and the knowledge and 
experience of the communication partner (Van der Gaag 1989; Leudar & Fraser 1985; 
Leudar 1989; cited in Van der Gaag 1998). These environmental factors influence 
whether an individual is successful in achieving his/her intended communication.
Also the environment defines the function of communication. Butterfield & Arthur 
(1995) describe the term functional communication as “the power to get or gain a
20
message, to interact to influence one’s context and to use a variety of forms to achieve 
such ends” (P 42). Brown and Yule (1983: cited in Van der Gaag et al 1993) classify 
communicative functions of language into the transactional and the interactional 
functions. The transactional function involves the transference of ‘factual’ 
information, including giving or requesting information. The interactional function 
concerns interactions in social relationships, such as greetings, apologies or making 
small talk with someone. This latter function establishes a person’s role in 
relationships and a sense of social belonging (Van der Gaag et al 1993).
Integration of these factors
Effective communication occurs through the integration of these factors. This is 
acquired over the course of development for normally developing children who are 
usually language competent by about the age of 3 or 4. However children with 
learning disabilities experience delays in acquiring the essential components of 
language. Furthermore different populations of learning disability individuals show 
different patterns of language acquisition.
Language Acquisition
At this stage it may be useful to consider the stages in the development of 
communication skills for normal developing children. They acquire skills in 
communicating by moving systematically through a series of developmental stages. 
Even in the first year of childhood there are signs of linguistic and social 
development. Young babies show a preference for human speech (Morse 1972: cited 
in Tager-Flusberg & Sullivan 1998) and a capacity to imitate facial expressions 
(Meltzoff & Moore 1977: cited in Tager-Flusberg et al 1998). They begin their vocal 
development by making speech sounds like cooing and babbling. This is called pre- 
intentional communication, as it is the adult who assigns meaning to the child’s 
behaviour.
The interactions between parent and child develop into intentional communication at 
about 9 months when the child is able to use eye-gaze, vocalizations and gestures to 
communicate. At this level the child demonstrates the capacity for joint attention, that 
is, they are able to coordinate their eye-gaze between a person and an object. This is
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often accompanied by a pointing gesture to indicate their interest in an object. This 
enables the child to request objects or activities from their environment. At this stage 
children also begin to engage in other social communication such as greetings (Tager- 
Flusberg et al 1998).
Fenson et al (1994: cited in Tager-Flusberg et al 1998) found that children understand 
words in their first year and utter their first words by about 16 months. This occurs 
slowly at first but typically proceeds with a growth spurt in vocabulary leading to 
knowledge of over 500 words and understanding more by about 30 months. A child’s 
linguistic ability continues to develop by acquiring articulation and grammar skills.
An important aspect in developing communication skills is the capacity to use 
language in a range of social situations to communicate with others. At the pre- 
linguistic stage children are able to communicate a range of functions such as making 
requests, regulating another’s behaviour, providing information to the listener and 
negotiating social interactions with others (Halliday 1975: cited in Tager-Flusberg et 
al 1998). At the linguistic stage children are able to communicate these functions 
through language (Dore, Gearhart & Newman 1978: cited in Tager-Flusberg et al 
1998) and children develop further social communication skills such as maintaining a 
conversation and turn-taking sequences (Bloom, Rocissano & Hood 1976; cited in 
Tager-Flusberg et al 1998).
It seems apparent that the acquisition of competent communication skills emerges in 
the context of a highly interactive environment. From birth these children are 
interacting with parents and other social contacts that are highly motivated and 
responsive to their attempts at communication to learn that they can influence their 
environments with ever-greater sophistication.
A development approach to learning disability
Zigler (1969: cited in Hodapp, Burack & Zigler 1998) proposed a developmental 
approach to learning disability based on sequences of development that were first 
purported by earlier developmental theorists such as Piaget & Inhelder (1947: cited in 
Hodapp et al 1998). This approach proposed that people with learning disability
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developed more slowly but in the same order and with the same structures as people 
without a learning disability. Initially this approach was applied only to people with 
no organic basis to their learning disability but was expanded to include people with 
learning disability with various organic etiologies.
A further aspect of this developmental approach was the inclusion of personality and 
motivational factors that emerge as a result of the person’s life history and individual 
experience and which contribute to the development of the individual’s interactional 
style and performance ability. The life histories of people with learning disability 
often mean institutional living and experiences of failure in intellectual and everyday 
tasks (Zigler 1984: cited in Hodapp et al 1998). Zigler (1971: cited in Hodapp et al 
1998) identified six personality attributes that are typically found in people with 
learning disability. These include over dependence on others in their environment; 
wariness in social interactions with others; lowered expectations of success; increased 
reliance on others to solve problems; lack of pleasure in solving difficult problems and 
a preference for tangible rewards; and finally less differentiated sense of self and 
lower ideal images of self.
Institutional settings
Traditionally people with learning disability have been segregated from the 
community and housed in large institutions. Originally these institutions were 
designed to provide special training and a safe and nurturing environment. However 
over the years the emphasis changed partly as a result of increased numbers and 
reduced resources to provide routine care characterized by depersonalised and rigid 
practices. Such practices were detrimental to the active habilitation and the social and 
personal development of their residents (Landesman 1988). King, Raynes and Tizard 
(1971) found that institutional care was characterized by rigidity, block treatment, 
depersonalisation and social distance between staff and residents.
The introduction of the care in the community initiative emphasized the right of the 
individual to live in the community in the least restrictive environment with 
opportunities to receive habilitative treatment. The principle of normalisation and 
social valorization (Nirje 1976, Wolfensberger 1972, 1983: cited in Felce 1991)
provided a new philosophy on which to base services for people with learning 
disability. The aim was to make available to people with learning disability the 
“patterns of life and conditions of everyday living which are as close as possible to the 
regular circumstances and ways of life of society (Nirje, 1976, pg. 231: cited in Nind 
& Hewitt 1994). This was further elaborated to emphasise “the enablement, 
establishment, enhancement, maintenance and/or defence of valued social roles for 
people -  particularly for those at value risk -  by using, as much as possible, culturally 
valued means” (Wolfensberger, 1992, p 32: cited in Bartlett et al 1997). These ideas 
were then more clearly operationalised by O’Brien (1983: cited in Felce) who
specified five accomplishments which should be achieved to successfully integrate 
people with LD into the community. These were community presence, community 
participation, supporting contribution, promoting choice and encouraging valid social 
roles. This new philosophy of care for people with LD espoused a new, higher set of 
expectations for people with LD, for example, opportunities for interaction with non­
disabled people.
However some of the problems of the old institutions have transferred to community 
residences. Even living within the community people with learning disability can be 
cut off from normal social life and therefore socially valued roles. They might live in­
group homes with fixed rules and regulations and work in sheltered jobs or attend day 
centres. Thus their social interactions are limited to other people with learning 
disability and the staff who are charged with their care. In these circumstances then 
the expectations and responses of care staff are pivotal to the empowerment and social 
development of their residents.
Expectations of others in the environment
Lowered expectations
O’Brien (1981 : cited in Bartlett et al 1997) illustrated how a vicious circle is triggered 
for people with LD when others respond negatively to an initial developmental delay. 
This gives rise to low expectations, which leads to a lack of provision of opportunities 
for social interactions. The absence of positive experiences prevents learning and 
leads to a more severe performance delay. This more severe delay reinforces the
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original prejudiced beliefs of the person’s ability, leading to low expectations and so 
on culminating in a vicious circle.
Quality of staff
Some research has explored the skill mix of staff employed in community residences. 
The UK Social services Inspectorate Report (1989: cited in Bartlett et al 1997) found 
that only 13% of care staff had a qualification directly related to their work. Also 
Jackson (1998: cited in Bartlett et al 1997) found that the majority of direct care staff 
were young, inexperienced and untrained. It has been suggested that a lack of training 
in facilitating communication skills may lead staff to overestimate or underestimate 
the competencies of people with LD (Van der Gaag et al 1993).
Lack of opportunities for social interaction
Studies have found that there is a lack of opportunities for social interactions for 
people with LD. Landesman (1998) found that direct care staff only spends 10-15% of 
their time in social interactions with residents. An earlier study found that engaging in 
social interaction was an activity that was not highly valued in institutional settings 
(Moores & Grant 1977: cited in Landesman 1988). Although not supported by any 
evidence Landesman (1988) reported that a reason staff used to explain this was the 
unresponsiveness of the resident. Interestingly Beveridge & Hurrell (1980) reported 
that staff to not respond to over 50% of communication initiated by people with LD. 
Also in a classroom setting studies have found that people with severe LD were 
responsible for initiating communication but teachers were very poor at recognising 
these signs (Ogletree et al 1992; Houghton, Bronicki & Guess 1987: cited in
Butterfield et al 1998).
Breakdown in communication
Clients are often labelled by their carers on the basis of their behaviour, for example 
stubborn or argumentative. This can then affect all their interactions with the person 
and communication can become an unrewarding experience for both parties. It can 
also lead to a lack of understanding of the problem and consequently a continuation of 
the behaviour. An example of such a breakdown in communication was observed 
between a member of staff and a resident on a recent visit to a community home. The
staff had described the resident as deliberately difficult, someone who was hard to 
reason with and who would not listen to staff. While interacting it was observed that 
both parties had adopted the ole of speaker and therefore were unable to hear each 
other’s perspective on the situation. Another observation was made with a different 
member of staff where the staff interrupted the resident only to second guess 
incorrectly what the client was trying to communicate.
Similarly a carer’s belief that attempts at communication are attention-seeking 
behaviours can lead them to put off responding to these acts of communication. This 
has the potential to be frustrating to people with LD. Also it could lead to confusion 
and anxiety especially if the person does not understand the concept of time.
Devaluing communication skills
The lack of communication competence can present problems for people familiar with 
the person. However as proficiency in linguistic skills is not necessary to use language 
in communication the person can still be understood, albeit with some difficulty 
(Tyler & Wessels 1983: cited in Van der Gaag et al 1993). However communication 
difficulties become more of a problem when conducted with someone who is not 
familiar with them, for example, when communicating with members of the public. 
Keman & Sabsay (1989) observed that members of the public may not be willing to 
take the time to understand people with LD and carers may be impatient and take 
over. Less understandable is when professionals fail to see individuals with LD as 
“people” and address them directly, but rather look to those accompanying them for 
the necessary information. In such cases it appears that the person with LD has been 
judged to be “incompetent” and therefore not worth making an effort.
Overestimating the communication of people with LD
With an emphasis on the integration of people into the community, through the use of 
community facilities there is the expectation that people with LD will be able to 
interact socially and make themselves understood. However as Keman & Sabsay 
(1989) found this is not always possible even for people with mild LD. They found 
that everyday activities, for example paying for some shopping, might be potentially
threatening for a person with LD due to a fear of being ridiculed, taken advantage of 
or being misunderstood.
Unfamiliarity and lack of training of people in public services can mean that people 
with LD find themselves in situations which are outside their ability range. On such 
occasions people with LD can be susceptible to using counter-productive strategies 
such as acquiescing and thus denying their intentions and wishes or compliance and 
thus conforming to another’s wishes (Gudjonsson 1989: cited in Bull 1995). Also 
they can be more open to suggestion (Gudjonsson 1991: cited in Bull 1995). This can 
have serious consequences when such individuals are caught up in the criminal 
proceedings (Bull 1995).
Bartlett & Bunning (1997) suggest that a misinterpretation of the principle of 
normalisation may lead to carers overestimating the abilities of people with LD. This 
could occur if the carer believes that they should be communicating with the 
individual in an age-appropriate manner. Such an approach could lead to having high 
expectations of the individual’s skill and providing unrealistic opportunities. 
Inevitably this will result in failure on the part of the person with LD and may lead to 
restricted use of their communication skills, feelings of being devalued and poor self­
esteem.
Staff perceptions of communicative competence
Purcell, Morris & McConkey (1999) examined the accuracy of staff perceptions of 
their client’s communicative competence. Participating staff volunteered for the study 
and therefore were considered highly motivated. First the study compared staff ratings 
of their clients hearing, receptive and expressive language and use of communication 
with ratings carried out by a speech and language therapist using a communication 
assessment. They found that staff underestimated the amount of hearing difficulties 
and overestimated their receptive language skills. A second part of the study examined 
the staff’s ability to rate their clients use of 4 non-verbal signals and 3 communication 
functions by comparing them again with ratings made by a speech and language 
therapist. They found that staff had difficulty identifying some non-verbal signals 
(gestures, head-nods and facial expression) and the communication function, “making
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comments”. Also the staff were asked to indicate the difficulties they had in 
communicating with their clients and their suggestions for ways in which these could 
be addressed. Ninety-three percent of staff indicated that they had difficulty 
understanding their client’s expressive language and they mainly suggested 
interventions where the onus was on the client to change to improve these skills (i.e. 
Makaton).
The study highlights a number of interesting issues for people with learning disability 
and for staff who work with them. Firstly, it highlights that the process of 
communication is difficult to accurately interpret with people with impoverished 
linguistic systems, even for motivated staff who are very familiar with their clients. 
This has implications for all professionals who attempt to understand people with 
learning disability by relying on views of carers. Secondly, the finding that staff 
overestimate their clients receptive language could lead to negative consequences for 
clients. These might include feeling overwhelmed, intimidated, an unequal partner and 
could lead to them adopting strategies such as acquiescence, confabulating or 
withdrawal. Thirdly, failing to recognise a client’s real level of understanding prevents 
staff from changing their interactional style so as to accommodate and maximise 
understanding (Purcell et al 1999). Research is showing that certain interactional 
styles can have positive effects on children’s use of language and communication 
(Yoder, Davies & Bishop 1994: cited in Purcell et al 1999). Finally, a similar issue is 
raised in connection with the staff view that it is the individual with the learning 
disability who should be targeted for change rather than them or the wider social 
environment.
Impact on the person with LD
Under-utilising communicative abilities
A lack of opportunities for effective communication can lead to people with LD 
under-utilising their communication skills (Van der Gaag: cited in Van der Gaag 
1998). Motivation is increased when positive experiences of successfully 
communicating an intention are available and decreased when things are merely done 
for the person that are not contingent on communication (Butterfield & Arthur 1995).
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Personal costs
Studies have shown that problems in communication result in low self-esteem, social 
isolation, loneliness, learned compliance, lack of trust, frustration and anger and 
disempowerment (Richardson & Ritchie, 1989; Flynn, 1989; Van der Gaag et al 1993: 
cited in Van der Gaag 1998).
Keman & Sabsay (1989) observed that fear of being incompetent can lead to anxiety, 
anger and feelings of being insecure causing distress in communicative interactions. 
Also, they suggested that people with mild LD can be sensitive and embarrassed at not 
being understood and by not understanding which may lead them to end a 
conversation or feign understanding. They found that such problems can lead to low 
self-esteem, reliance on others and difficulties in defining their self-worth.
Challenging behaviour
When the environment does not meet an individual’s needs it may result in 
challenging behaviour (Chamberlain, Chung & Jenner 1993: cited in Van der Gaag
1998). The main forms of challenging behaviour are aggression/destructive 
behaviour, self-injurious behaviour and stereotype (Hastings & Remington 1994). 
Such behaviour has been described “as having a purpose, meeting a need, constituting 
a communicative act and containing message content (Durand 1990, p 112: cited in 
Thurman 1997). The typical functions served by challenging behaviour have been 
identified as gaining attention or social contact, escape or avoidance, gaining tangible 
reinforcement and gaining sensory stimulation (Durant 1999: cited in McGill 1993).
How might a clinical psychologist work with these issues?
The main issues can be summarised as arising from: (i) misconstruing or failing to 
understand the communication of people with LD; (ii) the emotional and personal 
consequences for people with LD and (iii) the role of the wider social, political and 
historical context which contribute to these problems to shape an individual’s 
experience of communication.
The communication difficulties of people with LD pose challenges for psychologists 
as they do for other professionals. Clinical psychologists do not receive specific
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communication training to work in this field nor are we trained in the use of other 
language modalities such as sing language. Therefore on a one to one basis we can 
q  expect to make errors and to concede to an inability to understand based on our level
of experience and motivation. This is particularly the case the more severe the level 
of disability or communication problem.
When involved with such cases, clinical psychologists would frequently work with 
other professionals such as speech and language therapists. Furthermore to safeguard 
against errors in meaning when psychologists work with clients they formulate 
hypotheses which are dynamic not static.
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Also with this population there are problems posed to psychologists in the use of 
standard practices, such as informed consent, the use of questionnaires, interviews and 
experimental procedures (Hatton, Hastings and Vetere 1999). These practices are not 
easily applied in the field of learning disability, although efforts to adapt established 
self-report questionnaires, for example for depression, have begun (Lindsay 1999).
^ Another way that clinical psychologists can influence these issues is through research
which is then used to shape police and practice for care in the community (Felce 1996: 
cited in Hatton et al 1999). In addition research with people with LD has been 
influential in contributing to knowledge about the development of language skills 
(Rondal & Edwards 1997: cited in Hatton et al 1999).
Clinical psychologists have a role to play in ensuring that there are opportunities for 
people with LD to utilize and develop their communicative abilities. This would 
* include designing interventions to increase social networks (Haring & Breen 1992).
This can be achieved by focusing interventions on social activities. This leads to 
increases in community activities which has been shown to be correlated with 
increases in the size of social networks and the frequency of social interactions 
(Ouellette, Homer & Newton 1994).
} Clinical psychologists can apply psychological treatments to help people with LD deal
with the emotional and personal costs of communication problems. This has generally
30
taken the form of behavioural treatments or psycho-education. However more recently 
there has been a move by some psychologists to apply cognitive-behavioural therapies 
with this population. This approach has been applied to anger, anxiety and depression 
disorders (Lindsay & Olley 1998; Lawrenson & Lindsay 1998: cited in Lindsay
1999). This work is only beginning and this has probable been due to psychologists 
having lowered expectations of what can be achieved by applying such psychological 
models have only been adapted for application to people with mild and moderate LD.
A large proportion of the work of psychologists with this population deals with the 
issue of breakdowns in communication when they result in challenging behaviour. 
This involves objectively assessing the problem through observation and interview 
with a variety of carers to arrive at a functional analysis of the behaviour. In other 
words this involves gaining an understanding of what the individual is communicating 
by their behaviour. The intervention focuses on changing aspects of the environment 
for resolution of the problem. This work relies heavily on the verbal reports of carers 
in the completion of ABC charts and to implement behavioural management 
guidelines. As such it is susceptible to reporter bias and the problem of validity 
mentioned earlier with reference to misinterpretation on intentions.
Finally clinical psychologists have a role in working with the issue of carers and 
others, including other psychologists, negative attitudes towards people with LD 
(Antonak et al 1995: cited in Hatton et al 1999). This results in devaluing their 
communication and has a major impact on their quality of life. Clinical psychologists 
can work with this issue by drawing on psychological theories to better understand 
carers attitudes and how these impact to prevent successful psychological 
interventions. Research has shown that the application of attribution theory and 
escalation theory can shed light on the difficulties faced by psychologists 
implementing behavioural programmes with challenging behaviour (Dunne 1994).
Conclusion
As discussed the expectations of others communicative abilities of people with LD 
can have a major impact on their quality of life. This occurs whether they are 
overestimates or underestimates of their true abilities. The literature mainly focuses on
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the attitudes of direct care staff as they have the most contact with people with LD. 
However these problems are evident in other professional groups and the wider social 
community. It is evident that professional and carers need to work together to promote 
communication experiences for people with LD through more and better quality 
opportunities for social interaction.
Clinical psychologists work with these issues in a variety of ways, through their 
contact with individuals and staff in the wider social and political context. Their 
attitudes and the way they work are evolving to use creatively adapted psychological 
model to understand and intervene with psychological distress in this population.
D
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Introduction
Child abuse is a generic term encompassing forms of abuse including sexual, 
emotional, physical abuse and neglect. A range of psychological theories of child 
abuse have been proffered for individual forms of abuse. This essay will consider 
psychological theories of physical abuse and neglect, for these are two forms of abuse 
for which there is considerable overlap in the literature. To begin there will be a 
discussion of individual parent, child and social factors that have been shown to be 
risk factors for abuse. Next there will be a critical discussion of psychological theories 
and their contribution to clinical practice. These will include attachment, 
developmental-ecological, behavioural and life history theory.
Definitions of physical child abuse and neglect
Carr (1999) defines physical abuse as “deliberately inflicted injury or deliberate 
attempts to poison a child” pg. 179. A high level of co-morbidity for physical abuse 
and neglect has been found in many studies (e.g. Belsky 1993). Researchers have 
distinguished between physical abuse and neglect defining the former as “an act or set 
of behaviours involving the commission of violence toward a child of a nonaccidental 
nature” and the latter as “the omission of nurturing and other behaviours that create a 
threat to a child’s health and well-being” pg 182 (Lutzker, Van Hasselt, Bigelow, 
Greene and Kessler 1998). These problems may co-exist as a result of common 
contextual factors associated with both types of abuse (Carr 1999).
Prevalence of physical child abuse and neglect
Physical child abuse is the most frequently reported form of abuse (Burgdorf 1988; 
cited in Azar 1991). A general problem in considering rates of any form of abuse is 
the wide variations in the literature, which can be accounted for by differences in 
definition. The broader the definition, the higher the incidence. For example, when 
corporal punishment is included in the definition, an incidence rate of over 60% has 
been reported. However when this form of punishment has been excluded from the 
definition a national annual incidence rate of 10.7% in the US has been calculated 
(Celles 1987; cited in Carr 1999). However incidence rates are frequently reported 
without reference to clear definitions of what has constituted the abuse.
Introduction to psychological theories of physical abuse and neglect
The problem of child abuse was highlighted in a classic paper “Battered Child 
Syndrome” (Kempe et al 1962; cited in Lutzker et al 1998). Since this time the causes 
of child abuse have been investigated, and numerous models to account for this 
problem have emerged. Azar (1991) describes four types of model that have emerged 
in the literature. First, a defect model, which implicates a fixed impairment as the 
cause of child abuse, such as low parental intellectual capacity. Second, a deficiency 
model, which implicates the absence of a key function as the cause of child abuse, 
such as good parenting skills. Third, a disruptions model, which implicates 
environmental factors as the cause of child abuse, such as social isolation or economic 
difficulties. And fourth, a difference or mismatch model, which implicates problems 
in parent-child transactions, for example a punitive response to elicit child 
compliance. These models emphasise the role of biological, learning, societal-cultural 
and personality factors in the cause of child abuse (Azar 1991). More recently models 
have been developed which combine these assumptions (e.g. Belsky 1993, Lutzker et 
al 1998, Burgess et al. 1999) These multifaceted models have drawn on the knowledge 
gained thus far about physical child abuse from the single level theoretical models 
described above. Furthermore they have integrated this knowledge to propose models 
of how these variables interact or co-vary to account for episodes of physical abuse 
within families.
Parental Characteristics
A range of parental characteristics have been identified as risk factors for child abuse. 
Personal characteristics of parents such as impulse control, low self-esteem and 
reduced empathy have been found to be associated with abuse (Friederich & Wheeler 
1982; Gilbreath & Cicchetti 1990; cited in Belsky1993). Additionally low IQ in 
parents has been associated with poor parental care, difficult child temperament and 
problem child behaviours (Hemstein & Murray 1994; cited in Burgess et al 1999).
Other cognitive factors such as parents’ perception, appraisal and attributional style 
have been identified as risk factors for abuse. Parents who perceive little control over 
a child’s behaviour or who are prone to attribute negative intent to a child’s behaviour 
are more at risk of abusing (Bugental, Blue & Lewis 1994; cited in Belsky 1993).
37
When appraising child behaviour, abusive parents have reported more aversive 
behaviour in their children in comparison to non-abusive parents, even when direct 
observation has found no difference between child behaviour in these two groups 
(Reid et al 1987; cited in Burgess et al 1999).
Child Factors
Child characteristics and child behaviour have been implicated as predisposing factors 
in abuse (Knutson 1995; cited in Cox 1997). Examples of child characteristics include 
premature births, younger children, low birth weight and physical handicaps (Belsky 
1993). It has been suggested that aversive child behaviour is associated with abuse. 
However prospective studies suggest that aversive child behaviour is more likely to be 
a product of the abusive environment (Pianta, Egeland & Erickson 1989).
Social Factors
Child abuse is more likely when conditions are unfavourable. Conditions such as 
poverty and inadequate social networks are risk factors for abuse. A lack of social 
relationships can deprive parents of emotional support to help overcome the stress of 
living in poverty or to provide practical support and advice for child care (Vondra 
1990: cited in Burgess et al. 1999). Higher rates of abuse have been shown to occur in 
communities where there are high levels of social stress, poverty and social isolation 
(Garbarino & Crouter 1978; cited in Corby 1993). This perspective implicates 
interventions designed to improve the social networks of families at risk of abuse. 
However this type of intervention poses problems for individual therapists as the 
predicted cause of the problem is often outside of their remit for change (Cohen & 
Adler 1986, Hove 1991; cited in Corby 1993).
Individual Factors
In general there is a lack of consistency in the literature for the various individual 
parent, child and social factors. The main criticism of this type of approach is that it is 
severely limited in its ability to explain child abuse. It is unlikely that the problem of 
child physical abuse can be accounted for by any one single factor and therefore 
analysis at this level alone is not sufficient to understand the complexity of the 
problem (Belsky 1993).
Attachment Theory
A theory that focuses more on the nature of the parent-child relationship rather than 
characteristics of either parent or child is attachment theory. The principles of 
attachment theory provide a framework for understanding why physical abuse and 
neglect may occur. According to this theory the reciprocity of early relationships 
enables the child to regulate his or her emotional reactions. A young child’s 
attachment behaviours (e.g. seeking proximity to mother) are reciprocated by adult 
attachment behaviours (e.g. holding) giving rise to a feeling of security (Fonagy 
1998). For example, behaviour such as crying, has a universal tendency to attract 
mothers into closer proximity. The proximity of the parent tends to soothe the child 
and aversive behaviours, like crying are replaced with other behaviours such as 
smiling (Bowlby 1969; cited in Crittenden et al 1989). The child’s attachment 
experiences with the parent informs the development of the child’s representation of 
self, others and emotions or in other words, the child’s internal working model. Four 
patterns of attachment behaviour are thought to contribute to a child’s internal 
working model: secure, anxious/avoidant, anxious/resistant, and
disorganised/disoriented (Ainsworth 1969,1985; cited in Fonagy 1998).
A child who has a secure internal working model has experienced well co-ordinated, 
sensitive interactions with the parent, enabling them to deal with stressful situations. A 
child who has an anxious/avoidant pattern of attachment has experienced inconsistent 
interactions with the parent, where the parent has been unable to restabilise their 
emotional arousal at times. A child who has an anxious/resistant attachment pattern 
becomes preoccupied with contact from the parent but then is unable to feel comforted 
by the contact. A child who has a disorganised/disoriented attachment pattern has 
experienced the parent as a source of both fear and reassurance, leading to conflicting 
motivations when these behaviours are triggered (Fonagy 1998).
Poor attachment experiences have been associated with child abuse (Crittenden & 
Ainsworth 1989). Parent-child relationships that are sensitive, and rewarding lead to 
high self-esteem and the ability to trust. Parents who are not sensitive, rejecting, 
inconsistent or punishing lead to anxiety, a lack of self-worth, an inability to trust and 
problems in other relationships. Abusive parents have been found to be more aroused
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by aversive child behaviour, like crying and less responsive to positive child 
behaviour like smiling, than non-abusing adults.
O
Attachment theory provides an explanation of how abuse is transmitted across 
generations. Failure to remember and integrate early negative experiences into one’s 
internal working model is presumed to increase the likelihood of the transmission of 
abusive behaviour (Bowlby 1980: cited in Kaufman & Zigler 1989). Women who 
remembered being rejected by their mothers had more incoherent recollections of their 
early childhood experiences and were more likely to reject their children than women 
who reported positive early experiences (Main & Goldwyn 1984; cited in Kaufman &
D Zigler 1989). This study would appear to support the theory. However the evidence is 
weakened as the study relied on retrospective reports and did not consider other 
factors that may have contributed to the outcome. The role of these risk factors in the 
transmission of abuse across the generations needs to be considered before such 
conclusions can be drawn (Kaufman & Zigler 1989).
The internal working model developed by the child, based on his attachment 
^ experiences are thought to be relatively stable across the lifespan. Longitudinal studies
have shown a high correspondence between attachment classifications in childhood 
and in adulthood (e.g. Main 1997; cited in Fonagy 1998). However this process is not 
inevitable as the majority of children who are abused do not go on to subsequently 
abuse their children (Strauss et al. 1979, 1980; cited in Herzberger 1990). Also it has 
been shown that poor attachment experiences can be remedied through the 
development of a relationship with a positive surrogate attachment figure (Crittenden 
& Ainswirth 1989) or through a parents reflective capabilities. Parents with a history 
J of poor attachment experiences have been shown to interrupt the transmission of these
experiences to their children when they have been able to reflect productively on their 
own experiences (Fonagy et al 1994; cited in Fonagy 1998).
This model would suggest that if a problem in parent-child interactions is detected 
clinicians could intervene to teach parenting skills to improve the opportunity for the 
. development of secure attachment bonds. Opportunities to allow parents to reflect on
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their own experiences would seem to be a further area for intervention for clinical 
practice.
Developmental-Ecological Perspective
Belsky (1993) offers a developmental-ecological perspective on the causes of physical 
child abuse and neglect. According to his perspective child abuse emerges in the 
context of a number of risk factors. Risk factors have been identified within a number 
of systems including the child, the parent, the interaction between parent and child and 
the broader social and cultural context.
Factors pertinent to the child include age, physical health, premature births and low 
birth weight. Factors pertinent to parents include a history of childhood abuse, poor 
impulse control, low self-esteem, reduced empathy, negative affect and attributional 
style. Factors pertinent to the interactions between child and parent include failure to 
initiate interaction or failure to act on initiations from the child, few positive 
interactions and more punitive interactions. Factors pertinent to the broader social and 
cultural context include social isolation, lack of involvement in community activities 
and exposure to beliefs and attitudes that endorse punitive strategies (Belsky 1993).
This approach was influential in the field of child abuse in so far as it provided the 
most comprehensive model at this time and reflected the real complexity of child 
abuse. Belsky (1993) suggested that the accumulation of risk factors in the absence of 
support and protective factors combine to create many pathways to child abuse 
(Belsky & Vondra 1989, Belsky 1993). However the model does not identify how 
many risk factors and what combinations of risk factors are necessary for abuse to 
occur.
This perspective indicates that treatment interventions should target parental 
characteristics, parental histories of abuse, the quality of parent-child interactions and 
marital and social stressors. Cox (1997) reviewed community prevention programmes, 
which aim to reduce the occurrence of risk factors or to intervene early to prevent 
ongoing abuse in high-risk families. Both types of programme aim to increase 
protective factors to prevent adverse child outcomes. These studies mainly involve
protective factors to prevent adverse child outcomes. These studies mainly involve 
home visiting programmes. MacMillan et al (1994a; cited in Cox 1997) found that the 
majority out of eleven programmes failed to impact on child abuse. However two of 
the better designed studies which started visits prior to birth or immediately after birth 
showed beneficial effects, (Olds et al 1986, Hardy & Street 1989; cited in Cox 1997), 
but these effects were not always maintained at follow-up (Olds et al 1994; cited in 
Cox 1997).
Olds & Henderson (1989) suggest that aspects of community based programmes are 
those which: adopt an ecological framework and focus on multiple factors of abuse; 
include frequent home visits to facilitate relationship building and target the more 
severely disadvantaged families. Cox (1997) concludes that although intervention 
programmes that are based on an ecological framework are more successful, 
interventions based on this perspective have yet to be fully incorporated in community 
prevention programmes. He suggests that both protective and risk factors across the 
range of contexts of abuse need to be addressed concurrently in these programmes as 
implicated by this theoretical perspective.
Behavioural Theory
Learning theory views child abuse as learned behaviour arising from an individual’s 
interaction with their environment. Parents who have been physically abused as 
children may use such practices in parenting their own children. Or they may resort to 
these dysfunctional practices as they have not learned more functional child 
management skills (Corby 1993).
Issacs (1982) suggested the idea of a behavioural approach to child abuse should be 
expanded from a focus on parental behaviour to include child behaviours. She 
suggested that these behaviours might include non-compliance, oppositional 
behaviour, aggression and negativism as well as research into how bonding develops 
between parents and children.
More recently behavioural research has considered the role of antecedents including 
the role of child antecedents. Patterson (1977; cited in Brunk et al. 1987) suggested
that the use of punitive strategies increases the likelihood of aversive child behaviour, 
which triggers further abuse. A ‘coercive cycle’ is established between parent and 
child maintaining the abuse. Wolfe (1987; cited in Azar 1991) further elaborated the 
idea of an escalating-coercive theory to delineate the stages that might be involved in 
this process. In the first stage there is “reduced tolerance for stress and disinhibition of 
aggression”. In the second stage there is “poor management of acute crises and 
provocation”. Finally in the third stage there is “habitual patterns of arousal and 
aggression between family members” (pg. 40 Azar 1991). This theory would imply 
that treatment interventions should be aimed at improving parent-child interactions.
Brunk, Henggeler & Whelan (1987) compared group parent training with an 
individual ecological multisystemic therapy for both abusive and neglectful families. 
Self-report measures showed improvements for severity of problems, stress levels and 
psychiatric symptoms for both treatments. Differential effects were found between the 
treatments with the multisystemic therapy reporting superior results for parent-child 
relations and the behavioural treatment showing a greater reduction in social 
problems. It was suggested that the latter finding was the result of the group context of 
this treatment. It would appear that both these treatments can impact positively on 
child abuse. However methodological weaknesses reduce the strength of the findings. 
There were vast differences between the treatment settings. The parent training was 
carried out in a group context in a clinical setting. The multisystemic therapy was 
carried out individually in the family home. Outcome measures relied strongly on both 
family and therapist self-reports and low reliability was found for observational 
findings. Finally there was no follow-up data to assess the durability of the outcomes.
Other research has suggested that parental abuse is more related to ‘setting events’ 
that occur sometime before the abuse occurs, rather than the child’s behaviour at the 
time (Dumas & Wahler 1985; cited in Lutzker et al 1998). This has been referred to as 
indiscriminate parenting. Lutzker et al (1998) suggests that both the setting events and 
proximate child-parent interactions could work together or independently on different 
occasions to account for episodes of physical abuse.
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Lutzker et al (1998) broadens this approach to adopt what he calls an ecobehavioural 
approach which views child abuse as a multi-faceted problem requiring multi-faceted 
assessment and treatment. Variables that he considers important for assessment and 
treatment are risk factors that have been well established as contributing factors in the 
literature. These include parent characteristics such as being a lone parent, poverty, 
impulse control, poor social and problem solving skills and child characteristics such 
as non-compliance, physical or developmental disabilities and premature births.
The authors outline a number of important components of this model. First, there is a 
need for a thorough assessment based on behavioural interviews, self-report measures 
and direct observation. Second, there is a need for treatment programmes that are 
individually tailored to take into consideration whether and how these variables are 
affecting the problem. And third, there is a need for treatment interventions to use 
empirical methods such as baseline measures, reliability checks, self-report measures, 
feedback from service users and follow-up data (Lutzker et al 1998).
Behavioural approaches to the treatment of child abuse and neglect have included 
teaching child management skills and stress reduction techniques, parent training 
programmes and cognitive-behavioural strategies such as cognitive restructuring. 
While these approaches have yielded encouraging outcomes in some cases (e.g. Wolfe 
et al 1988; cited in Lutzker et al 1998) an ecobehavioural model would suggest that, in 
order to have more effective outcomes, there is a need for comprehensive behavioural 
strategies, as well as social support services to treat the multiple correlates of child 
abuse.
Evaluations of this model have provided evidence for its effectiveness (e.g. Campbell 
et al 1983; cited in Lutzker et al 1998). In this study, a multiple treatment package 
offered stress reduction training, parent training and marital counselling leading to a 
reduction in mothers’ tension headaches and improvement in both her relationship and 
child management skills, parent training and marital counselling leading to a reduction 
in headaches and improvement in both her relationship and child management skills. 
The approach has also been found to reduce recidivism and success has been gained 
with more severely affected families (Lutzker et al 1998).
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The strength of this approach, for clinicians, is undoubtedly the emphasis placed on 
offering a comprehensive assessment and treatment package to intervene with the 
multiple variables now well known to contribute to child abuse. The wide range of 
behavioural treatment strategies available and the means to evaluate these 
interventions makes this a viable and promising advance in the investigation and 
treatment of child abuse. Also the model suggests that the assessment and treatment of 
child abuse should take place in homes where it occurs which avoids problems of 
generalisation to real life situations.
However, as yet no cost-benefit analysis has been carried out to evaluate this approach 
in comparison to other approaches. Methodological weaknesses of this approach 
include: the lack of information about how to implement multiple treatments; 
evaluating how the different treatment variables contribute to successful treatment 
outcomes; and demonstrating which components of the treatment programmes are 
necessary (Lutzker et al 1998). The model emphasises multiple treatments for multiple 
problems and thus by its very nature makes this a difficult task.
Life History Theory
Burgess & Thais (1999) present a model of child abuse from an evolutionary and life 
history theoretical perspective. The model suggests that child characteristics, parent 
characteristics and ecological factors combine to produce either high or low parental 
investment. This occurs through a process of cost-benefit analysis whereby the parents 
decide on their level of investment in their children based on their perceptions of the 
costs and benefits of child rearing. For example, a parent with few support networks, 
financial difficulties and poor problem solving skills may perceive few benefits from 
investing high levels of parental effort. The risk of child abuse is high when parental 
investment is low, although this is not a sufficient explanation for the occurrence of 
abuse. Rather the relationship between low parental investment and child abuse is 
mediated by coercive family interactions and disrupted family management practices.
To further expand on the first of these mediating variables Burgess et al (1999) 
identify coercive family interaction patterns typical of abusive families. They suggest 
that abusive parents interact less with their children than comparison families, are less
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positive in their interactions with each other and they are more prone to reciprocate 
negative rather than positive responses. With regards the second mediating variable 
Burgess et al (1999) have identified four critical components of good family 
management practices. These include positive reinforcement for appropriate child 
behaviour, effective but humane discipline for inappropriate behaviour, monitoring of 
children’s social behaviour with others and effective problem-solving skills.
Coercive family interactions and dysfunctional family management practices are 
features of families having problems. These factors can result in difficult child 
behaviour, which can lead to parental rejection of the child. These factors impact on 
each other to create a vicious circle leading to a lack of parental control, further 
disrupting parental investment in the child and in some extreme cases to the abuse of 
children (Burgess et al 1999). Furthermore the authors suggest that this pattern of 
family interactions may be transmitted to the next generation directly (through 
genetics) or indirectly (modelling social behaviour).
This model is sophisticated in its attempt to hypothesise the processes that may occur 
between the multiple variables that have been shown in the literature to be associated 
with child abuse. It goes further than previous models to hypothesise the relative 
influence of the correlates of abuse. This model implicates treatment interventions that 
target family interaction and management practices. Additionally this model provides 
clinicians with a useful framework for understanding, hypothesising and formulating 
cases of child abuse.
Discussion
Despite the advances in the study of physical child abuse and neglect this field of 
enquiry has been plagued with methodological problems.
Definition
The starting point for the theoretical development of any behavioural disorder is 
defining the problem (Azar 1991). Research into child abuse has been complicated by 
the lack of a precise operational definition (Herzberger 1990). Current definitions are 
broad referring to any act of violence towards a child that is of a nonaccidental nature.
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They do not take into consideration the severity of abuse despite evidence that the 
pattern of deficits and adaptation shown by abused children and parents who abuse 
varies dramatically between families and over time and across situations (Crittenden 
& Ainsworth 1989). The problem arises from the traditional view of abuse as a 
discrete category. This leads to the view that there are discrete variables like 
physically abusive and non-physically abusive and fails to consider degrees of abuse. 
As this is unlikely to reflect reality it would seem more accurate to view physical 
abuse as a continuous variable.
Some researchers have suggested how definitions of abuse could be improved. First, 
what has constituted an act of violence should be more clearly distinguished. Weis 
(1989; cited in Herzberger 1990) proposed that researchers should distinguish between 
acts, attempted acts and threats to act, as well as paying attention to the frequency and 
severity of such acts of abuse. Second, the causes of child abuse should be included as 
part of the definition, as this would aid better understanding of the consequences for 
children (Bradley & Lindsay 1987; cited in Herzberger 1990). Third, knowing the 
child’s interpretation of abuse could aid understanding of the short and long-term 
consequences of abuse (Herzberger 1983; cited in Herzberger 1990).
The problem of finding a reliable and valid definition of abuse leads to problems in 
the development of theoretical explanations, prevention programmes and effective 
interventions. They also make it difficult to compare research findings across studies 
(Mash & Wolfe 1991).
Prevalence Studies
A second fundamental problem with research in child abuse is evident in attempts to 
understand the extent of the problem. Huge variations in incidence and prevalence 
studies have occurred due to differences in how cases are identified, the use of broad 
or narrow definitions of abuse, primary sources of information, for example parent or 
professional, and ages of children included in the sample (Mash & Wolfe 1991).
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Research Design
Problems in research design have given rise to inconsistent findings in the study of 
child physical abuse (Mash & Wolfe 1991). First, physical abuse often occurs with 
other forms of abuse affecting any conclusions that can be drawn from research about 
physical abuse. Second, in early studies comparisons of psychological characteristics 
of abused and nonabused children were not matched on demographic or situational 
variables. Wolfe & Mosk (1983; cited in Mash & Wolfe 1991) found that when the 
effects of problem families were controlled for, there were no psychological 
differences between abused and nonabused children. Third, as the causal role of the 
many factors contributing to abuse and the relationship between them are not fully 
understood, the difficulty arises in demonstrating an association between abuse and a 
particular developmental outcome (Mash & Wolfe 1991). Fourth, despite expansion of 
our knowledge about the various causes of abuse much research is carried out 
examining one or two predictor variables at a time rather than adopting a multivariate 
approach. This approach of using single or small groups of predictor variables runs the 
risk of overestimating the relative importance of a variable in abuse. Finally, most 
research in abuse does not use control or comparison groups (Herzberger et al 1990).
Sampling
Difficulties detecting abuse, engaging abusive families in research and the sensitive 
nature of child abuse has generally contributed to small, unrepresentative samples, 
compromising any generalisation and interpretation of the findings. These problems in 
generalisation and interpretation also arise due to the wide variations in inclusion 
criteria and recruitment settings. Sampling biases may occur as participants have to 
volunteer to participate or due to dropout from studies. Once in a study participants 
may have difficulty being open about abuse due to fear of the consequences, thereby 
biasing the data (Mash & Wolfe 1991).
Measurement
Difficulties in interpreting research in child abuse occur due to the use of unreliable 
and invalid measures. These include failing to choose measures based on a theoretical 
model, relying on retrospective, subjective measures and information from case 
records (Mash & Wolfe 1991). Retrospective studies are susceptible to problems of
recall of details like frequency, timing of abuse and reactions and it is often 
impossible to substantiate the validity of information from case records (Sudman & 
Bradbum 1982. Weis 1989; cited in Herzberger 1990).
Mash & Wolfe (1991) suggest that a variety of measurements (e.g. self-report 
measures, direct observation) that are sensitive to the characteristics of participants 
(e.g. cognitive ability) and to the child’s developmental level should be used in the 
study of abuse.
Conclusions
Psychological theories of physical child abuse have advanced from single level 
theories, to theories which describe multiple correlates of child abuse, to the more 
recent advances which hypothesise the processes that might account for the 
interrelationships among the correlates of child abuse. Despite the ever-increasing 
sophistication in theoretical development, methodological problems prevail in the 
literature. This is to some extent understandable due to the sensitive nature of this area 
of research. Families may opt not to participate or may not be fully open when they do 
participate, as disclosure of abuse is likely to be shared with relevant agencies. 
Research in child abuse largely involves correlational studies as the serious 
consequences that can be incurred by children do not easily allow the experimental 
manipulation of variables and random assignment to conditions (Mash & Wolfe 
1991). Child abuse is often a private act that goes undetected. Therefore the families 
that come into contact with services may not be representative of families who abuse. 
And finally measures used in research are often not related clearly to a particular 
theoretical model diminishing the meaningfiilness of any interpretations.
The literature on child abuse is complex. It would seem that every conceivable 
individual, transactional and social variable has at some point been associated with 
abuse. Inconsistencies in the literature are difficult to decipher as most studies have 
some methodological weaknesses. All of these issues limit the contribution that 
psychological theory can make to clinical practice.
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The more recent theoretical developments appear promising in terms of providing 
clinicians with more workable models. Both a life history model and an 
ecobehavioural model hypothesise that escalating-coercive patterns between parent 
and child and poor control or poor family management practices play a key role in 
abuse. Both these approaches recognise the importance of placing their model within 
the broader ecological context, and the ecobehavioural model recommends that 
clinicians should work in the homes where the problems arise. These models provide a 
clearer understanding of abuse and identify key areas for assessment and intervention. 
Multiple treatment interventions are implicated, including both psychological and 
ecological treatments. Therefore it is likely that there is a need for a multi-disciplinary 
approach to abuse. The practicalities of adopting this broader approach remain to be 
seen.
?
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Older Adults Essay
Discuss the use and effectiveness of CRT for emotional disorders
people with dementia.
June 2001 
Year 2
Introduction
Psychological therapy for emotional problems in people with dementia is relatively 
rare and there are few research studies evaluating the effectiveness of these 
interventions (Cheston 1998). It is only in the last ten years that cognitive-behavioural 
therapy (CBT) has been applied to these problems and a literature review found a 
paucity of published research. Prevalence rates for emotional disorders are high in this 
population, which would suggest that the lack of attempt to develop effective 
psychological therapies indicates this is an area of research that has been neglected. 
The elderly on the whole are underserved by psychotherapy services (Grant & Casey 
1995) and the nature of a dementing illness makes this population a more complex 
proposition for therapeutic interventions and assessing treatment effectiveness. 
Additional issues of client consent and having the need for such work to be 
rocognized within existing systems of care need to be addressed (Cheston 1998). 
Clinicians working in this field have recently provided suggestions and guidelines for 
how CBT can be adapted to more adequately meet the needs of this population, which 
is a positive development. Also the studies that have been carried out with a dementia 
population are proving promising suggesting that this is an area in which CBT should 
be further developed.
Definition of dementia
Dementia occurs as a result of a decline in cognitive abilities that is sufficient to 
impair functioning in everyday living (James 1999). The essential features of 
dementia are defined by DSM-IV (American Psychiatric Association 1994) as 
impairment in memory and at least one other cognitive disturbance. These include 
deterioration of language function, impaired ability to execute motor activities, failure 
to recognise common objects or disturbances in executive functioning. These 
cognitive deficits must be severe enough to significantly interfere with work or social 
activities. Finally these deficits should not be caused by delirium or be accounted for 
by any other condition.
Dementia is often classified by the severity of the illness (Cheston and Bender 1999). 
Mild is characterised by some memory loss and difficulties with work or social 
activities. Moderate is characterised by more readily observable cognitive deficits.
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confusion and increasing risk from independent living. And severe is characterised by 
incoherence and a level of impairment where independent living is no longer possible 
and continuous care is required.
Types of dementia
Different forms of dementia have been distinguished. The most common of these are 
Alzheimer’s dementia, Vascular or Multi-infarct dementia and Lewy-body dementia. 
Alzheimer’s dementia is associated with the presence of amyloid plaques and 
neurofibrillary tangles in the brain. It is typically characterised by a gradual and 
progressive deterioration of a person’s intellectual abilities. It is thought that about 
two-thirds of dementias are of this type (Cheston and Bender 1999).
Vascular dementias are the result of a series of small strokes giving rise to a more 
stepwise decline in intellectual abilities. It is thought that between 10 and 20 per cent 
of dementias are of this type (Cheston and Bender 1999). Lewy-body dementia is 
identified by the presence of small spherical structures in the nerve cells of the brain. 
As well as cognitive decline and confusion this form of dementia is associated with 
hallucinations, delusions, physical rigidity and difficulty initiating movement. It is 
thought to account for between 7 and 30 per cent of diagnosed dementias (Cheston 
and Bender 1999).
Prevalence of dementia
Studies have shown varying estimates in the prevalence rates of dementia depending 
on, for example, age and methods for determining the presence and severity of 
cognitive impairment (DSM-IV). Alzheimer’s dementia, which is the most common 
form of dementia, has been estimated to be between 2-4% of people over 65 with the 
prevalence rate increasing with age for Alzheimer’s and Vascular dementias to 20% or 
more for people over the age of 85 years (DSM-IV). Another study in the UK 
estimated prevalence rates by age. This study suggested that 2.1% of people aged 65- 
69, 3.3% of people aged 70-74, 8% of people aged 75-79 and 17.7% of people aged 
80 and over have some form of dementing illness (Kay and Bergmann 1980; cited in 
Cheston and Bender 1999).
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Prevalence of depression and anxiety in people with dementia
Symptoms of depression and anxiety are commonly found in people with dementia 
(James 1999). However it is difficult to obtain accurate prevalence rates as 
recognising emotional disorders in people with dementia is complicated due to the 
confounding relationship between mood and cognitive functioning. Additionally 
cognitive impairment can impact on the person with dementia’s ability to express 
these symptoms (Warrington 1997). Therefore emotional disorders may not present 
as one expects but rather be expressed through behaviour, for example incontinence or 
aggression, in the later stages of dementia (Teri and Wagner 1992; cited in Warrington
1997).
Despite these problems prevalence rates have been estimated and it has been 
suggested that mild depression occurs in half of those diagnosed with Alzheimer’s 
disease and depression requiring treatment occurs in twenty per cent of Alzheimer’s 
patients (Bums and Forstl 1998). In another study depression was found to coexist in a 
quarter to a third of dementia outpatients (Reifler and Larson; cited in Woods and Bird 
1999). Prevalence rates for anxiety in this group have been found to be as high as 
thirty per cent in a group of dementia patients attending a memory clinic, with tension 
being the most frequently reported symptom (Ballard et al 1996; cited in Woods and 
Bird 1999). Another study found that 38% of dementia patients met the criteria for 
anxiety disorder (Wands et al 1990; cited in Koder 1998).
Psychological factors
The psychological factors underlying depression and anxiety in dementia are not well 
explored. Depression can present as a secondary condition to dementia as a reaction to 
the losses associated with dementia or it can present as an independent condition, most 
frequently in people who were prone to recurrent depression throughout their lives 
(Warrington 1997). Response to life events has also been shown to be a relevant factor 
in the development of depression in people with dementia (Orrell and Bebbington 
1995). These authors found that dementia patients respond similarly to the stress of 
life threatening events as cognitively intact adults. Psychological factors related to the 
development of anxiety in people with dementia have included being alone, losing 
control, rejection and feelings of insecurity (Woods and Bird 1999).
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A recent model by James (1999) proposes a cognitive framework for understanding 
the psychological processes underlying the experience of distress in people with 
dementia. The model suggests that five interactive components will influence a 
person’s perception of a particular situation. The components are largely taken from 
components described by Kitwood (1997; cited in James 1999) as important to fully 
understand the experience of dementia. The components are mental health status, 
history, premorbid personality/temperament, current environment and physical status. 
The model suggests that the processing of information from these five components 
will be filtered through existing cognitive abilities. As a consequence of declining 
cognitive abilities this process may result in some abnormal interpretations in a person 
with dementia. Additional biases or misinterpretations in perceptions may arise as a 
consequence of emotional disorders (i.e. negative thinking). Adopting Beck’s idea of a 
cognitive triad (Beck 1976; cited in James 1999) a persons current beliefs about the 
self, the world and the future will interact with the products of this cognitive 
processing to determine a person’s feelings, behaviour and bodily sensations. This 
framework provides a cognitive rationale for understanding distress in dementia and 
for developing cognitive-behavioural interventions based on the core mechanisms of 
change which consist of beliefs about the self, world and future. The author suggests 
interventions which promote a sense of worth and reduce feelings of vulnerability, 
which aid effective functioning in one’s environment and which emphasise quality of 
life now and in the future.
Cognitive-Behavioual Therapy
Cognitive-behavioural Therapy (CBT) is an integration of cognitive and behavioural 
change strategies. Conventionally it is a structured, time-limited, agenda-based, goal- 
directed therapy which focuses in the here and now. The approach is based on a sound 
collaborative relationship between the client and therapist.
A CBT approach is based on a coherent cognitive model of emotional disorder (Beck 
et al 1979, Lewinsohn et al 1978; cited in Dick et al 1999). A central principle of CBT 
is that emotional problems are determined through the interaction of behavioural, 
cognitive, emotional and physiological factors, giving rise to a variety of symptoms 
within these domains. Therefore people who are experiencing emotional problems are
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interpreting events in a particular negative or unhelpful way which influences their 
behaviour. For instance, according to the model threat-related interpretations of events 
will result in anxiety and can lead to avoidance of the event or other maladaptive 
behavioural responses.
Clients are taught about the relationship between their thoughts, beliefs, mood and 
behaviour and to evaluate and test hypotheses about their beliefs and behaviour 
patterns. CBT provides the client with a variety of cognitive strategies such as 
identifying negative thoughts, replacing negative thoughts, examining the evidence for 
beliefs, and reframing to help them to find out whether there are other ways to view 
their current situation. Also the client uses behavioural techniques such as activity 
scheduling, self-monitoring, homework assignments and behavioural experiments to 
test problem-related cognitions and to engage in activities to improve mood.
There has been relatively little empirical investigation of the effectiveness of 
psychological therapy in the elderly (Grant and Casey 1995), however studies 
exploring the effectiveness of CBT for emotional disorders in the elderly have 
reported positive results. For instance Teri et al (1994; cited in Dick et al 1999) in a 
review of CBT for depression found improvement in 50-70% of elderly patients. A 
meta-analysis of 28 studies found improvements for depressed elderly people with 
CBT, although to a lesser extent than the improvements found in younger patients 
(Dobson 1989; cited in Grant and Casey 1995).
Considering the lack of empirical investigations of therapy generally in the elderly it 
is not surprising to find there have been even fewer studies that have attempted to 
explore the usefulness of CBT for emotional disorders in people with dementia. 
Indeed it has been proposed that CBT is unlikely to be effective in patients with 
severe cognitive impairment that prevents new adaptive learning (Grant and Casey 
1995).
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Adaptations to Cognitive-Behavioural Therapy for elderly patients with 
dementia
Special considerations have been identified when applying CBT to the elderly 
generally (Grant and Casey 1995). For instance, elderly patients often hold negative 
attitudes or unrealistic views about psychological therapies, which need to be 
addressed. Therapeutic goals and the pace of therapy may need to be adjusted to 
accommodate cognitive, sensory or physical impairments. Formulations may need to 
take into account the wider family context, particularly if negative assumptions about 
the patient are held within the family. Also the therapist may need to assist the patient 
to access other services if specific needs are identified during the course of therapy 
(i.e. home help).
Specific adaptations to CBT for treating emotional disorders in people with cognitive 
impairment have been described (Grant and Casey 1995; Koder 1998). Based on their 
clinical experiences Grant and Casey (1995) suggest that “supportive CBT” in the 
form of frequent, brief, informal sessions with simple therapeutic goals is suitable for 
hospitalised patients with mild cognitive impairment. Supportive CBT adopts an 
empirical “try it and see” approach and patients are encouraged to test out whether 
their beliefs about their abilities are borne out by experience during homework 
assignments which should consist of participation in self-care or social activities. The 
aim of therapy is to engender hope, self-worth, self-efficacy, to increase positive 
thoughts and improve mood through positive experiences. The therapist reframes 
negative experiences as problems to be worked through rather than evidence of 
personal inadequacy.
Koder (1998) provides guidelines for adapting CBT interventions for anxiety in 
people with cognitive impairments. She suggests that the basis for a good intervention 
is a comprehensive assessment of the patient’s cognitive abilities to determine what 
aspects of a treatment programme are suitable. Also practical issues in engaging 
demented patients and their carers in therapy need to be taken into consideration. This 
includes assessing mobility, transport needs, sensory deficits and negative attitudes 
towards therapy which could present potential barriers to therapy. Involving the carer 
in the therapy process to monitor progress and observe signs of anxiety can be
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beneficial. Therapy should be structured so that the more simple, less threatening 
therapy techniques are introduced first to enhance feelings of self-efficacy. Cue cards 
should be used to aid memory and understanding of more complex cognitive 
strategies. Furthermore therapy should anticipate potential problems when putting 
these techniques into practice and rehearse coping strategies.
Finally a number of recommendations are made for enhancing therapeutic 
interventions for people with cognitive decline (Koder 1998). These include: 
simplifying materials, providing written summaries of sessions, using structured 
behavioural techniques rather than abstract cognitive methods, contracting explicit, 
concrete goals, adopting a more active and innovative role for the therapist and using 
simple memory aids such as diaries and lists.
CBT for depression in dementia
The application of CBT to emotional disorders in dementia is relatively rare. One of 
the earliest studies provides an account of cognitive therapy for treating depression in 
mildly demented adults and a behavioural intervention for treating depression with 
moderately or severely demented adults (Teri and Gallagher-Thompson 1991).
The authors provide a rationale for using these approaches with a dementia 
population. They suggest that declining cognitive abilities and reduction in levels of 
functioning may lead dementia patients to think negatively, to focus on their deficits 
and to worry about the progressive nature of the disease. A decrease in activity levels 
and independence reduces the opportunity for rewarding experiences and increases the 
likelihood of aversive experiences. These cognitions and behaviours can maintain 
depression.
The cognitive intervention was based on Beck’s cognitive model of depression (Beck 
et al 1979; cited in Teri et al 1991) and was delivered in 16-20 sessions. Clients were 
asked to record examples of situations in which they were feeling depressed and their 
associated thoughts. Using a variety of cognitive strategies the client and therapist 
worked collaboratively to challenge the negative thoughts and to find more adaptive 
ways to view situations. The cognitive strategies endorsed by the authors are those
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typically used with non-demented depressed adults, for instance examining the 
evidence for and against negative thoughts or revising should rules. Other typical 
cognitive-behavioural methods, such as homework exercises and rating the strength of 
feelings, were used to educate clients in the use and beneficial effects of cognitive 
techniques.
Specific to this population was the need for therapists and carers to be aware of the 
cognitive capabilities of the patient, the need to simplify homework exercises, the use 
of notepad and audiotapes to aid memory, shorter therapeutic sessions to 
accommodate attentional problems and a protracted ending to avoid feelings of loss of 
a supportive relationship. Although considerable practice in acquiring these skills was 
required, depressed patients with dementia have reported finding them useful.
The behavioural intervention was based on Lewinsohn’s social-learning theory of 
depression (Lewinsohn et al 1984; cited in Teri et al 1991). This approach proposes 
that depression is maintained by an excess of aversive experiences and reduced 
opportunities for positive experiences. The client and the carer are educated in the 
treatment rationale and its potential for intervening with depressive symptoms. 
Realistic and explicit goals for therapy are established and carers and, as far as 
possible, clients are taught behavioural change principles (i.e. reinforcement, 
distraction techniques and minimising evoking environmental stimuli). The next stage 
involved identifying pleasant activities and how to access and accomplish these 
activities were discussed. The aim of the intervention was to modify the patient’s 
experiences by increasing the frequency of pleasurable events and decreasing the 
frequency of negative events. The authors have found beneficial effects when these 
treatments have been implemented in clinical settings.
CBT for anxiety in dementia
A single case study (Haley 1983b; cited in Koder 1998) used CBT to treat anxiety in 
an 87-year-old woman with moderate dementia. The woman was taught simplified 
relaxation techniques and gradually exposed to being alone which was the anxiety- 
provoking situation. The woman was informed when her relatives would return and
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given reminders to use relaxation techniques. With this treatment approach the patient 
was able to withstand being alone for 50 minutes.
Another case study provided by Koder (1998) illustrated the use of CBT to treat 
anxiety in an 82 year-old man with a diagnosis of vascular dementia, generalised 
anxiety disorder and a number of physical impairments. His symptoms of anxiety 
included hyperventilation and catastrophizing interpretations about mobility and 
memory difficulties. Neuropsychological assessment revealed difficulties with 
concept formation and cognitive flexibility, which indicated that formal cognitive 
therapy was unsuitable. The patient was seen at home for seven sessions which 
focused on increasing his confidence in his mobility with a view to increasing positive 
experiences.
The intervention used relaxation training and coping self-talk with the patient. It also 
included psycho-education about the behavioural features of dementia for his wife as 
well as enlisting her support as a co-therapist. Relaxation training involved identifying 
periods when anxiety was high and practicing a breathing technique, the details of 
which were written on a cue card. Coping self-talk involved replacing catastrophic 
interpretations of physical sensations with more realistic alternatives.
The patient showed improvements on a number of outcome measures including 
reducing the number of visits to his general practitioner from three times per week at 
baseline to no visits by the sixth treatment session. He also showed improvements in 
functioning going on family outings and attending senior-citizens clubs. Furthermore 
he experienced no night awakenings and did not present to the emergency department 
during the treatment period. At follow-up he had deteriorated due to another cerebral 
event from which he did not regain his previous levels of functioning and died six 
months later.
This case study provides a good example of adapting CBT for dementia patients. A 
comprehensive assessment of the patient’s multiple presenting problems was carried 
out which took into consideration findings from neuropsychological assessment to 
tailor the intervention to his cognitive capabilities. The study used accessible
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behavioural outcome measures (i.e. visits to GP) to enable the intervention to be 
evaluated. The intervention was flexible and was extended to psycho-educational 
work with the patient’s wife when this proved necessary. And finally it enlisted the 
support of a carer as co-therapist to assist in the implementation of therapeutic 
techniques.
A cognitive-behavioural group intervention
A CBT group which targeted unhelpful beliefs about memory in three men with 
mild/moderate dementia was found to improve mood (Kipling, Bailey and 
Charlesworth 1999). The group consisted of seven one hour sessions which addressed 
topics about the nature of memory and its association with mood, bodily sensations, 
thoughts, situations, behaviours and actions. The rationale for targeting negative 
memory-related beliefs stemmed from the knowledge that these beliefs can impact 
negatively on self-esteem and mood and that negative mood states further interfere 
with memory functioning (Deptula, Singh and Pomara 1993; cited in Kipling et al 
1999).
Group members were taught relaxation exercises, problem-solving skills and how to 
identify negative automatic thoughts particularly about memory and replace them with 
more helpful alternatives. The group was evaluated using a self-report semantic 
differential scale (Emmerson and Bucks 1997), which was administered pre- and post­
group. This scale provides subjective ratings of mental state, cognitive functioning 
and behaviour. All participants reported an improved ability to relax, two reported an 
improvement in mood and one reported an improvement in his concentration. No 
other improvements were reported in cognitive functioning or behaviour on this scale. 
However generally participants reported engaging in activities such as going shopping 
and answering the telephone and according to the authors they had a better 
understanding of the effect of mood on memory. A follow-up session was carried out 
after three months with two of the participants and some behaviour change had been 
maintained. One group member continued to use the relaxation skills he had acquired 
and the other had joined a social club.
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Declining memory functioning is a key issue for people with dementia which can 
understandably evoke anxiety and depression. This study provides an example of the 
potential benefits of a group cognitive-behavioural approach to address unhelpful 
beliefs about memory. However the study does not take into account other activities 
and support that participants were receiving which may have contributed to 
behavioural gains and therefore could be improved by the inclusion of this 
information or a matched control group.
Evaluation
CBT is an approach which explains emotional disorders in terms of irrational or 
distorted thinking which becomes the focus of the intervention. However negative 
emotions are not always irrational. In dementia, cognitive decline is an awful reality 
and therefore negative thoughts could be considered rational and undistorted. CBT 
needs to be able to address these issues to support adjustment to cognitive decline and 
to think of ways to help patients deal with the awfulness of their condition (Cheston
1998).
CBT for emotional disorders with dementia is in its infancy and as yet few empirical 
investigations have been attempted. This probably reflects in part the historical view 
that older people do not make good psychotherapy candidates (Lazarus et al 1984; 
cited in Grant & Casey 1995). Also obstacles to the therapeutic process include 
intellectual, sensory and physical impairments have often meant that emotional 
problems have been overlooked or dismissed as unbeatable in dementia (Hanley 
1988). However, more recently the emotional needs of this population have been 
recognised through the emphasis on a person-centred approach (Kitwood 1997).
The studies reviewed included single-case designs which are an appropriate method 
for refining clinical technique (Cheston 1998). However it is not possible to generalise 
from single-case studies as other factors may have contributed to the positive change 
found in these patients (Koder 1998). This limitation is also relevant to the group 
intervention that was presented. Positive outcomes may have been due to the 
supportive nature of the therapeutic relationship, fluctuations in symptoms over time, 
other simultaneous treatment interventions or other aspects of multi-disciplinary care
64
(Koder 1998). The studies could have benefited from stating other treatment 
components of care if any existed. To avoid these problems there is a need for 
controlled studies to be carried out in this area of research.
All of the studies attempted to evaluate outcome mainly through the use of 
behavioural outcome measures but some also included self-report inventories and 
measures of cognitive functioning. However this was not done systematically, for 
example improvements in functioning were reported in some cases without reference 
to baseline measures (i.e. Teri et al 1991). Also changes in self-report ratings were not 
explicitly presented. It would have been useful to include the author’s view of the 
feasibility of using these measures as evaluative tools with this group of patients.
These studies have shown that it is not possible to incorporate a range of outcome 
measures in research with people with cognitive impairments. Future research would 
benefit from including baseline measures and making outcome measures more 
explicit. There may also be a need to devise methods of evaluation which take into 
consideration the different ways emotional problems are expressed in an elderly 
population (i.e. agitation). Also most of the treatments used more than one 
intervention technique. It has been suggested that each component of therapy should 
be evaluated independently to determine which components are the most potent for 
people with cognitive impairments (Koder 1998).
Conclusions
Despite the methodological problems inherent in these studies this research provides 
the beginnings of promising CBT interventions for people with mild/moderate 
dementia. It would appear that cognitive-based interventions might be suitable for 
patients in the early stages of dementia when depression is a reaction to perceived 
losses. Behavioural approaches may be suitable for patients with mild/moderate 
dementia where cognitive impairment is sufficient to cause a loss in pleasurable 
activities. As yet there are too few studies to draw any firm conclusions about the 
suitability and effectiveness of this approach. There is a need for more published case 
studies or single-case experiments to systematically describe the therapeutic technique 
and to consolidate the suitability of this approach. A number of authors have provided
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suggestions and guidelines for adapting CBT interventions to accommodate cognitive 
deficits within this group which makes implementation more of a reality.
The recent development of a cognitive framework to conceptualise distress in 
dementia, which identifies the mediating features of distress, provides a rationale for 
therapeutic interventions, which is consistent with and may prove promising for CBT 
interventions. Currently this conceptualisation is being used to help carers understand 
the inner worlds of people with dementia as well as there own negative cognitions 
about their caring role (James 1999). This is an indirect application of CBT which 
may have potential for minimising distress, even in people with severe dementia, 
through carers showing greater understanding and ability to cope with the systems of 
dementia.
Finally, the high rate of anxiety and depression co-existing with dementia and the 
impact that these emotional disorders have on cognitive performance underscores the 
importance of developing alternative and innovative methods of addressing these
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Narrative therapy involves a process of “storying” and “restorying” 
the experiences of an individual who presents with problems. 
Critically analyse the theoretical underpinnings and the techniques 
that are used within this approach to aid this process.
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Introduction
Narrative therapy is a therapeutic approach which has its basis in a constructivist 
philosophy. The approach assumes that “the structure of human lives is inherently 
narrative in form; people constitute and are constituted by the stories that they live and 
the stories that they tell” (Neimeyer 1993, p. 226). At the core of constructivist theory 
is the view that people are active agents who individually and collectively co­
construct the meaning of their experiences in the world. This occurs within the 
broader cultural context, which, within a constructivist approach is distinctively 
postmodern and is characterised by multiple realities and pluralist beliefs (Neimeyer 
1993).
This process of analogising people’s lives to stories or texts was originated by 
Michael White and David Epston (1990). The authors drew on the philosophical 
writings of Gregory Bateson and Michel Foucault to assess and facilitate changes 
within the broader systems of the narratives that people construct for themselves and 
that are co-constructed by others and by the culture in which they live. The 
philosophical underpinnings of this approach have influenced the clinical techniques 
that have been developed for use within therapy.
The essay will aim to evaluate the application of the constructivist approach to therapy 
and the utility of the clinical techniques within clinical practice. It will begin by 
elaborating the philosophical and theoretical background to the development of the 
narrative therapy approach. It will then introduce the clinical techniques of “storying” 
and “re-storying” that guide the process of therapy, as well as the other techniques that 
support this process. Finally the essay will critically analyse the narrative therapy 
approach. This will include a discussion of how the theory supports therapeutic 
practice and how narrative therapeutic techniques support the underlying narrative 
theory. It will also highlight the clinical implications of this approach for clinical 
psychology.
Theoretical basis of narrative therapy
White and Epston’s narrative approach is based on the social constructivist premise 
that it is the meaning we attribute to events that is constitutive of our lives. The
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authors’ construction of narrative theory was influenced by the postmodern, social 
constructionist ideas of Bateson, Bruner and Foucault.
Bateson (1972,1979; cited in White & Epston 1990) argued that we cannot know 
objective reality but rather that the understanding we have of an event or the meaning 
that we assign to an event requires an act of interpretation. It is through this process of 
interpretation that we make sense out of the world. Such interpretations of our 
experiences are influenced by the receiving context or in other words by what 
currently constitutes our “maps” of the world. Our maps of the world are likened to 
patterns and new interpretations of events are determined by how they fit in around 
known patterns of events. Bateson argued that events that cannot be fitted in with our 
known patterns of events are not selected for survival and therefore these events do 
not exist for us as facts.
These ideas were further refined by the influence of Edward Bruner (1986; cited in 
Monk 1997). Bruner was interested in the stories that people develop to make sense 
of their experiential worlds. He showed that the stories people develop about 
themselves will determine which aspects of their experience that will be selected for 
expression and performance in the world.
The most influential figure to have shaped the work of White and Epston was the 
writings of the French historian and philosopher, Michel Foucault. Foucault 
(1979,1980 & 1984; cited in White and Epston 1990) provided an analysis of how 
power and knowledge within the broader socio-political context characterise all of our 
social interactions. In particular, Foucault argued that our lives and relationships are 
subject to the power of ideas that are constructed in society and that are accorded a 
“truth” status. The power of these ideas was seen as a form of social control and was 
said to subjugate people to the dominant discourse, or in other words make people feel 
obliged to comply with standards of behaviour dictated by society. According to this 
philosophy the “truths” or “culturally dominant narratives” that are upheld in society 
mediate how we understand our lives. According to Foucault, adhering to a position 
that there are “objective” or “true” standards of behaviour, within a therapeutic
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setting, leads to a process of classifying what is an appropriate, desirable or acceptable 
way of life (Monk 1997).
White & Epston (1990) adopt an orientation to narrative therapy which is based on the 
framework provided by Foucault’s analysis of power and knowledge. As such, 
narrative therapy assumes that power relations characterise all of our social 
interactions including those that occur within therapy. Based on this assumption, they 
believe there is a need to identify and critique aspects of the therapeutic practice that 
may relate to the techniques of social control. Also narrative therapy aims to avoid a 
practice which adopts the dominant narrative, and to challenge the techniques that 
subjugate people to the dominant narrative. This underlying theoretical orientation of 
narrative therapy has led to the development of a variety of therapeutic approaches 
that address the constraining and undermining effects of normalising practices to 
enable people to lead a life of their own design (Monk 1997).
Storying and re-storying
White and Epston’s narrative theory proposes that in order to make sense of their lives 
and to express themselves, the knowledge people have gained of life through their 
lived experiences must be “storied”. Past, present and predicted future experiences of 
events are organised into a coherent account of themselves and the world around 
them. The success of these stories or self-narratives enables the person to have a sense 
of continuity and meaning in their lives as well as providing the basis for the 
interpretation of future experiences. Gaining meaning in our lives leads to the 
evolution of dominant stories and aspects of our lived experience that fit with these 
dominant stories are selected and expressed. Experiences that do not fit with the 
dominant story are not selected and thus are not storied or expressed.
Building on the ideas of Foucault, the stories that shape people’s lives and their 
relationships are formed within the broader cultural context. This determines the 
dimensions by which people organize their experiences. Within society, cultural 
norms are constructed of how people should live their lives and relate to others and 
these dominant cultural stories provide the backdrop for people’s interpretation of 
events (Zimmerman & Dickerson 1994).
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According to this theoretical perspective people experience problems when the stories 
they tell about their experiences and/or the stories others tell about their experiences 
do not adequately represent their lived experience. Also the approach assumes that 
people may present with problems when their lived experience does not live up to the 
dominant cultural story. When this occurs there will be aspects of their lived 
experience that contradict the dominant story. These assumptions lead to a narrative 
therapy approach which aims to identify alternative stories from the lived experience 
that fall outside of the dominant story to produce more helpful and satisfying 
meanings (White & Epston 1990). Stories do not reflect our lives back to us but rather 
are socially derived in conversation with others. From this social constructionist 
perspective we can be storying our lives based on certain facts without realising that 
these are merely opinions until we discover other facts which are equally viable and 
which contradict the first set of facts. When this occurs it presents us with the 
opportunity to re-story our experiences and to choose the preferred story by which we 
wish to shape our lives (Hoffman 1990).
The narrative approach
The narrative approach is not interested in conversations about the causes of problems 
or in explaining their behaviour. Rather than comparing people’s behaviour with 
normative criteria and striving to bring these experiences into line with these criteria, 
the therapist’s role is to bring forth and amplify new directions and solutions that 
already exist in the client’s experience (Weingarten 1998). The therapist adheres to 
the view that there are no fixed truths, just points of view, and aims to collaboratively 
construct preferred stories that fit with the client’s lived experience. This is regardless 
of whether they fit with others’ ideas about how people should or should not be like 
(Weingarten 1998). A number of techniques are used within this approach to aid this 
process.
Externalising the problem 
“Externalising is an approach to therapy that encourages persons to objectify, and at 
times, to personify, the problems that they experience as oppressive. In this process, 
the problem becomes a separate entity and thus external to the person who was, or the 
relationship that was, ascribed the problem” (White & Epston 1990; p. 38).
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Externalising enables people to see themselves in relation to a problem rather than 
seeing themselves as having a problem. This opens up the possibility for them to see 
themselves in a different relationship to the problem (Weingarten 1998). The family 
are not the cause of the problem; “the problem is the problem” (White & Epston 
1990). This process allows people to assume control over the problem and its effects 
on their lives (Sullivan 1992).
White & Epston (1990) outline a number of ways in which they believe that this 
process can be beneficial. It is believed to avoid conflict between family members 
over who is responsible for the problem. It can diminish the sense of failure that can 
develop as a consequence of the problem persisting despite attempts to resolve it. It 
encourages people to unite together in their struggle against the problem. It opens up 
new possibilities that are free from the problem and its influence. And it can enable 
people to take a less stressed, more light-hearted approach to their problems.
Externalising the problem is achieved through a process of mapping the history and 
development of the problem over time to determine how it has managed to take on a 
life of its own. This brings forth a story of the problem and in this story the problem is 
the main character. Then a second story is elicited in which the family are the main 
characters and this story maps the influence the family have had in the life of the 
problem (Sullivan 1992). By co-operating with the requirements of the problem the 
family inadvertently contribute to the problem’s life support system and this process 
helps uncover what the problem requires for its survival and how the requirements of 
the problem effect the lives and relationships of family members (White 1986).
Unique Outcomes
Once the person has separated from the dominant problem-saturated story this opens 
up space to identify neglected but important aspects of their lived experience which 
has been referred to as “unique outcomes” (White & Epston 1990). The family are 
asked to identify times when the problem did not influence their lives and once these 
are identified they are invited to ascribe meaning to these events. This is achieved 
through a process of questioning. Narrative therapy uses a unique style of questioning 
to assist families to deconstruct problem descriptions of family life and to develop
more helpful alternative stories. Examples of the type of questions that are used in this 
approach are:
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“Can you think of anytime you have been able to boss the problem around and not let 
it get its way with you? Can you think of an occasion when you could have given in to 
the problem but instead gathered strength and fended it off? When were you first 
aware of making the decision to try something new? What developments have 
occurred in other areas of your life that may relate to this? Who in the past would be 
least surprised to hear of your achievement? What do these discoveries tell you about 
yourself that is important for you to know? How will this new view of yourself affect 
your plans for the future? What difference will this understanding of new possibilities 
make to your relationships? I would like to imagine that you are now further up the 
road of life, at some valued destination, and looking back to the present, with the 
benefit of hindsight, what stands out as the most significant steps that you are taking at 
the moment and where did those steps lead next?” (Sullivan 1992, pg. 36-37).
Re-authoring
-s The family are invited to evaluate whether the identified unique outcomes are
significant and preferred outcomes and if they are judged to be so they can provide the 
basis for the development of an alternative story by which they can re-author their 
lives. The family are encouraged to map the history of the unique outcomes by 
recalling aspects of their lived experiences that were previously neglected and 
unstoried and to review the real effects of these events in their lives. This is believed 
to enhance the survival of the preferred story. To further enhance the survival of the 
preferred story the family are encouraged to perform the alternative story to an 
external audience (White & Epston 1990). This process allows the family to promote 
the alternative story in their everyday social settings and to consolidate this new view 
for themselves and significant others around them. This enables them to return to a 
social world where their new story has been authenticated (Sullivan 1992).
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Critique
Theoretical Background 
White and Epston (1990) incorporated the clinical implications of Foucault’s analysis 
of power and knowledge into the narrative therapy approach. Clinical techniques that 
have been developed within this approach aim to avoid a practice which adopts the 
dominant narrative as the only acceptable story as this is thought to subjugate and 
constrain people’s lives.
A number of authors have questioned the underlying premise on which this approach 
is based. For example Doan (1998) questions the legitimacy of dismissing socially 
constructed domains of knowledge, which have been developed over years of human 
evolution through our interaction with the environment. These experiences make some 
stories more probable than others in a given context and to dismiss this is to dismiss 
our evolutionary heritage. Also Bertrando (2000) criticises the adoption of a 
postmodern narrative approach to family therapy which rejects and therefore denies 
the influence of theories which preceded this approach, particularly systemic theory. 
He argues that such a stance runs the risk of losing the positive aspects of modernist 
theories and contact with and influence in such fields as psychiatry.
Considering the theoretical background to this approach one would assume that it 
would be important to take into consideration the broader social context in which 
problems arise. However it has been argued that narrative therapy has a tendency to 
focus on the individual narrators which provides an understanding of subjective 
experience but neglects the context, thereby limiting understanding to individual 
family members’ perspective of the family reality (Bertrando 2000).
Minuchin (1998) questions whether narrative theory can deal with the relationships 
that occur among family members or only with each individual family member’s idea 
of the family reality. He presents a number of examples of narrative therapy cases to 
which he was an observer. He comments on what he believes to be the contributions 
and the losses that this approach brings to family therapy. Contributions include the 
focus on multiple descriptions, the issue of power, an elegant style of questioning and 
techniques to elaborate descriptions of clients’ experiences. Losses include observing
family dialogues and their effects, the transactions enacted among family members in 
the session, the therapist’s knowledge base, the participation of the therapist in the 
family process and the reality that the therapist functions with bias in the therapeutic 
situation.
Proponents of narrative therapy have responded to the comments made against this 
approach. Combs & Freedman (1998) believe that simply including the family context 
in therapy is an oversimplification as family members learn the stories that they tell 
from many societal contexts. Also they argue that the narrative therapist is interested 
in taking a wider look at interactions of people to include those that are influenced by 
society rather than restricting the focus to family interactions, which they believe, can 
lead to family blaming. Furthermore they believe that the approach of hearing each 
family member’s story affects the experience of those who are witnessing the story. 
They argue that this approach is preferable to observing the transactions enacted 
between family members as this can lead to defensive listening as well as reinforcing 
the problem.
Tomm (1998) asserts that narrative therapy does represent a relative shift from what 
occurs between family members, to focus on the influence of the broader cultural 
context on family interactions. He defends the focus of narrative therapy on 
individual’s stories of their lived experience because these are core to how individuals 
organise their lives in all situations including in their families.
The move away from the view that problems are caused or maintained by family 
systems was a deliberate move to avoid the problems (e.g. guilt) that were created by 
such approaches. Schwartz (1999) points out that this approach obscured the role that 
inequality in cultures played in the families belief systems. He argues that such beliefs 
force people to sign up to narrow and self-defeating views about themselves and the 
world. However he suggests that it not the level of focus (i.e. family versus cultural) 
that is problematic but rather how one focuses on the level. He believes that it is not 
always appropriate to work at the cultural level with families and if this is the case it is 
appropriate to privilege stories at other levels.
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Clinical techniques
A number of authors have shown that some tension exists between the clinical 
techniques and the underlying narrative theory. This is particularly relevant to the 
issue of power within therapy. For instance Bertrando (2000) levies a criticism at the 
process of questioning that occurs in therapy which he argues places the therapist who 
asks the questions in a position of power over the client who must answer them. 
Observing this questioning style, Minuchin (1998) believed the therapist was acting 
from an expert position posing questions that steered the client in a direction which 
the therapist thought would be productive.
Beels et al (1997) raised a similar issue in their observation of an example of therapy 
with a couple that was conducted by Michael White. The authors raised the issue that 
the story which was offered as an alternative view could also have been an assertion, 
which may be construed as an act of power by the therapist. Although issues of power 
are not said to disappear in narrative therapy they are believed to be diminished 
(Weingarten 1998). However it would seem that even with a therapist highly skilled in 
this approach, opening up space for the alternative view involved an instance of 
hierarchical behaviour. Is it perhaps the case that this example could be common 
practice? This is not implausible if we consider that people have invested in the 
dominant story of their lives and at some point must have been aware of contradictory 
experiences but discounted them. It may be that they would discount them again in 
therapy unless directed to do otherwise. Obviously the unique narrative style of 
questioning aids the shift to alternative stories.
Professional practice
The practice of clinical psychology is guided by a code of ethics (British Psychology 
Society 2000). These guiding principles highlight a need for clinical psychologists to 
be aware and sensitive to the power differential between themselves and their clients. 
Narrative therapy is an approach which has at its core theoretical level an 
understanding of the subjugating effects of differential power that exists both within 
the broader socio-political context and within professional practice. Also at a clinical 
practice level it has taken measures to diminish the harmful effects of power by, for 
example, using an externalising approach to problems and by adopting a non-expert
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role for the clinician. Attention to this issue is commendable. However the role of the 
clinician as a non-expert may present problems to the issue of power which it is 
suppose to address and more generally to the ethical principles that guide best 
practice.
It has been argued that taking a not-knowing position in therapy is impossible as if 
nothing else the therapist knows his or her own experiences and what occurred in past 
similar situations. This exposes the not-knowing position as a pretence (Bertrando 
2000). Also clinical psychologists have a broad knowledge base of theory and models 
of therapy to draw on to understand a client’s presenting problems. It seems 
unreasonable and unwise that they would ignore this in an attempt to correct an 
unequal power differential. From the client’s perspective there is the strong 
possibility that they will be expecting the therapist to be knowledgeable about the 
problem for which they are seeking help. Interpreting the not-knowing position 
literally at best is likely to be unhelpful and at worse it is likely to compromise the 
guiding ethical principle through the adoption of a naïve position to the reality of 
differences in power in therapy.
Contradiction within the practice o f this approach 
Doan (1998) raises questions about how narrative therapists view themselves in 
relation to their colleagues and other therapists, bearing in mind the underlying 
principles of the approach. Narrative therapy is underpinned by the postmodern and 
social constructionist perspective that there are no truths, only points of view. This 
author questions how narrative therapists conform to this fundamental assumption in 
its interaction and tolerance of different views of and approaches to therapy. To 
honour this assumption narrative therapists would have to view narrative therapy as a 
single account which is no better or truer than other multiple therapeutic approaches. 
However the author believes that there is an “inner circle” of therapists that are 
considered to be the “real and authentic” voices of narrative therapy and other voices 
both in the same camp and from other camps are marginalized and unheard.
79
Treatment effectiveness 
There has been the expectation that therapeutic intervention for mental disorder be 
empirically validated or supported in clinical training and practice over the past 
decade (Martin 2001). This has been in response to changes to the funding and 
management structures of the National Health Service that has led to increased 
scrutiny of the effectiveness and efficiency of psychotherapy services (Roth & Fonagy 
1996). Treatment choice within the NHS is currently founded on evidence-based 
practice. This has implications for the use of narrative therapy within this context.
Narrative therapy has been developed over the last ten years and it has been popular in 
child and family settings. However research into the clinical effectiveness of narrative 
therapy is sparse. An example of narrative therapy with a couple that was conducted 
by Michael White was analysed using qualitative methods with the remit of finding 
evidence for ‘postmodern practices’ (Beels et al 1997). The analysis found evidence 
consistent with this approach. The authors commented that by using this methodology 
it is possible to verify that a therapist is indeed doing what he or she says they are 
doing. However interestingly the researchers comment that what was revealed may 
have been very different if the research question had been framed differently so that 
they were analysing the text for what was not postmodern practice.
Etchison and Kleist (2000) reviewed four studies which examined aspects of the 
narrative therapy approach. All of the studies were conducted with families 
presenting with a range of problems within and across studies (e.g. parent-child 
conflict). The studies used both qualitative and quantitative measurement techniques.
One study employed a single-case research design using frequency measurements of 
the targeted behaviour during baseline and intervention stages (Besa 1994). This 
study directly examined the effectiveness of narrative therapy and reported that the 
approach was highly effective (i.e. 88% to 98% decreases in parent-child conflict) for 
5 out of 6 families involved. Another study employed an ethnographic research 
design using a semi-standardised interview format which was transcribed and coded 
using content analysis (St James-0’Connor et al 1997). This study explored the 
families’ perceptions of the narrative therapy approach and content analysis revealed
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six major themes consistent with narrative theory (e.g. externalising conversation, 
personal agency). It also included an outcome measure of the effectiveness of 
therapy. Families were asked to rate change at various points in therapy using a ten- 
point scale. Some reduction in the presenting problem was reported for all eight 
families and this was more substantial the longer the family were in therapy.
The remaining two studies were exploratory using structured interviews or 
questionnaires to collect the relevant data (Weston et al 1998; Coulehan et al 1998; 
cited in Etchison & Kleist 2000). Weston et al (1998) included stories about the 
causes of family arguments in 92 children from a non-clinical sample. The authors 
concluded that children’s stories of family arguments could aid therapeutic work. The 
final study examined the process of change in the dominant family story from 
intrapersonal to interpersonal descriptions of problems. Families that had successful 
outcomes in this study were shown to make the shift from intrapersonal to 
interpersonal accounts of the problem story. The authors’ analysis of the successful 
outcomes revealed three stages in the process of transformation. These included the 
family expressing multiple views and descriptions of the problem, a shift in the 
families’ affective tone and exploring positive aspects with individual family members 
and the family as a whole. Successful outcomes in this study were confounded by the 
inclusion of reflective teams in some sessions.
Methodological problems abound within these studies. Major problems include crude 
inclusion criteria and thus non-representative samples, no control groups, no valid 
measures of outcome and no measurement of inter-rater reliability. Although these 
studies may not stand up to the scientific rigour that is accorded to approaches that 
stem from a modernist approach (i.e. randomised control trails for cognitive- 
behavioural treatments in clearly specified disorders) they provide a promising 
beginning to much needed research into this approach. A number of methodological 
approaches were utilised in these research designs which the authors felt were 
compatible with a constructivist approach. It is encouraging that constructivist 
theorists are finding ways of evaluating this approach, as proponents of this approach 
do not readily embrace the experimental approach which dominates current 
psychological research (Neimeyer 1993). Indeed a difficulty arises in assessing the
validity of the narrative therapy approach while taking on board its underlying 
principles. To assess the validity of the procedures involved in narrative therapy 
requires that some normative standard be involved which contradicts the underlying 
assumptions of the approach (Beels et al 1997). Commitment to research into 
treatment effectiveness is important in the practice of clinical psychologists, as this is 
a research-orientated profession which is underpinned by an evidence-based scientist- 
practitioner approach (Kennedy & Llewelyn 2001).
Conclusion
Narrative ideas endeavour to question undue investment in power and adopt a 
respectful position to diversity of experiences (Amundson 2001). They have also had 
a positive impact on family therapy by emphasising the ideas, values and stories of 
clients and de-emphasising therapist’s theories and hypotheses (Bertrando 2000). 
Collaboration with the patient, a non-pathologising philosophy and separating the 
problem from the person offer a refreshing way to conduct therapy.
Despite the appeal of narrative therapy currently there are clear limitations to this 
approach. One such limitation occurs when proponents of this approach adopt a strict 
postmodern stance. This may constrain the usefulness of the therapy for the client but 
at its extreme, it may also compromise professional practice. It can also be dismissive 
of other therapeutic approaches contradicting a core assumption on which the model is 
based.
Furthermore it would be difficult for clinical psychologists to work strictly from a 
constructivist perspective for a number of reasons. First, if at all possible, it seems 
counterintuitive to not access one’s knowledge base of psychological theory, 
psychological models and mental disorder in clinical practice. Second, formulation 
within this approach is not formalised or explicit due to the philosophical and 
consequential abstract nature of narrative therapy. And third, clinical psychologists 
are trained in scientific methods which conflict with the core underlying principle of 
this approach that there can be no objective reality. Perhaps the way forward for 
clinical psychologists interested in narrative therapy is to incorporate narrative ideas 
into other models of working. Certainly the author has found techniques like
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externalising the problem useful with children and narrative letter writing useful in 
other settings, even when overall the case has been formulated within a cognitive- 
behavioural model.
However a major limitation of narrative therapy for clinical psychologists is the sheer 
lack of empirical evidence for the validity and effectiveness of the approach. This is 
not a situation that is easily rectified, as the philosophical underpinnings of this 
approach do not lend themselves readily to empirical testing. Also constructivist 
theorists are ambivalent about the data collection methods and the analytic procedures 
which typify a scientific approach. This has considerable implications for the 
implementation of this approach within the NHS, which sets a high priority on the 
demonstration of effectiveness of treatments (Roth & Fonagy 1996). It may also be 
the case that the methodological approaches that are compatible with and acceptable 
to proponents of this approach are not easily translated into evidence-based practice. 
As it stands at the moment narrative therapy seems some distance from proving itself 
as a competitor against more established cognitive-behavioural treatments.
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CLINICAL DOSSIER
Summary o f  Placement Experience
Overview of Placement Experience
Core Adult Mental Health Placement
Dates: October 1999 -  March 2000
Supervisors: Ms Maria Hill & Dr Akiko Murakami
NHS Trust: South West London and St George’s NHS Trust
This placement provided experience of working with a variety of adult mental health 
problems within two different Community Mental Health Teams. Experience of the 
application of CBT was gained for the assessment and treatment of depression, 
obsessive-compulsive disorder, panic disorder, eating disorder and anger 
management. Also experience in the administration and application of 
neuropsychological testing was gained with this population. Assessment and treatment 
interventions were carried out in a range of settings including outpatient and inpatient 
settings and in the client’s home.
Core People with Learning Disabilities Placement
Dates: April 2000 -  September 2000
Supervisors: Ms Liz Marlow & Ms Geetha Langheit
NHS Trust: Surrey Oaklands NHS Trust
This placement provided experience of working in a community team and on a 
hospital site with people with mild to profound learning disability with a variety of 
psychological problems. Individual clinical work involved the application of 
behavioural and cognitive-behavioural treatment to challenging behaviour, anger 
problems, vomiting and inappropriate touching. Also experience was gained in the 
preparation, evaluation and running of an educational group for women inpatients. 
Finally experience was gained in the administration of a range of psychometric tools 
used in the assessment of ability across the spectrum of learning difficulty.
Core Child and Family Placement
Q Dates: October 2000 -  March 2001
Supervisor: Dr Kirsty Grieve
NHS Trust: South West London and St George’s NHS Trust
This placement provided the experience of working within a large psychology 
department. Experience was gained in both cognitive-behavioural and systemic 
approaches to assessment, formulation and intervention. A wide range of problems 
were encountered including PTSD, temper tantrums, habit disorder, toilet training,
D
needle phobia, anxiety and school refusal. Experienced was gained in the cognitive 
assessment of children. Finally opportunities were available to work jointly with other 
therapists including a music therapist and a family therapist and to liaise with 
educational psychologists.
Core Older Adult Placement
D
Dates: April 2001 -  September 2001
Supervisor: Ms Catherine Dooley
NHS Trust: Surrey Oaklands NHS Trust
This placement provided experience of working with Older Adults both within a 
community team and on psychiatric inpatient wards. Individual work involved the 
application of a cognitive-behavioural and a narrative approach to a range of problems 
including PTSD, manic-depressive disorder, depression and alcohol problems, panic 
with agoraphobia and stress-related anxiety. Group work included a CBT Life Skills 
group for day patients and an inpatient Reminiscence group for clients with dementia 
and mental health problems. Finally experience was gained in the administration of 
neuropsychological tests to assess for organic problems relevant to this population.
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Specialist Placement: Addiction Services
Dates: October 2001 -  March 2002
Supervisor: Dr Akiko Murakami
NHS Trust: South West London and St George’s NHS Trust
This placement provided experience of working with a Community Drug Addiction 
Team and on a specialist drug addiction inpatient unit. Experience was gained in 
motivational interviewing and relapse prevention work with clients on an individual 
and group basis. Clients presented mainly with crack cocaine or heroin addiction and 
experience was also gained with clients with dual diagnosis.
Specialist Placement: Post-traumatic Stress Disorder (PTSD)
Dates: April 2002 -  September 2002
Supervisor: Professor Ian Robbins
NHS Trust: South West London and St George’s NHS Trust
This placement provided experience of working within a specialist service focusing on 
the assessment and treatment of people who have experienced major trauma. 
Experience was gained in the application of CBT approaches to the assessment, 
formulation and treatment of PTSD occurring as a result of a range of traumatic events 
including car accidents, victims of crime, sexual assault and torture victims. 
Experience was gained of working with non-English speaking refugees through the 
use of an interpreter. Also consultancy work was provided to staff at a non-statutory 
organisation that supports refugees and people seeking asylum.
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Summary o f  Clinical Case Reports
Summary of the Adult Mental Health Case Report
A cognitive-behavioural assessment and treatment of a 32 year old woman with 
Obsessive-Compulsive Disorder (OCD)
Presenting problem
M presented with severe anxiety related to obsessive thoughts about becoming 
contaminated through contact with objects, people or foods. Her concerns were 
impacting severely on her behaviour. She avoided contact with objects and people 
outside her home, wore gloves and avoided all foods except three food types. 
Preparation of food had become highly ritualised and she also engaged in checking 
objects and food for signs of contaminants.
Assessment
• Clinical interview
• Meta-Cognitions Questionnaire (MCQ; Cartwright-Hatton & Wells 1997)
• Maudsley Obsessional-Compulsive Inventory (MOCI; Hodgson & Rachman 
1977)
Formulation
The case was formulated within a cognitive model of OCD (Salkovskis 1985). When 
M was a child she experienced significant separation difficulties that left her prone to 
developing anxiety disorders. Her most recent episode had been preceded by a number 
of stressful life events. Having become sensitised to the level of hygiene in public 
eating places she began to experience recurrent and persistent thoughts and images of 
contamination that caused her considerable anxiety. In a given situation M interpreted 
her intrusions as warnings. This activated her belief that “if you are not a good person 
you will be punished”, which inflated her sense of responsibility of harm to herself 
and her children. This prompted her to take action to reduce this sense of 
responsibility and this was expressed as avoidance of situations and neutralising 
behaviours such as checking and washing. These behaviours decreased her anxiety 
about putting herself at risk of harm and reinforced her view that they were necessary. 
Engaging in these behaviours had become an established way of dealing with these
intrusions and served to sustain and activate similar beliefs -  “it’s better to be safe 
than sorry” and “not taking precautions is just asking for trouble”.
O
Intervention
The treatment plan followed the cognitive-behavioural approach. M was introduced to 
the model and efforts were made to normalise the experience of intrusions. Then an 
alternative and less threatening explanation of her problem, based on the anxiety 
rationale for OCD, was constructed and used to challenge her existing interpretation 
and her current behaviour. Next behavioural experiments were devised to test the 
validity of the alternative explanation. The final stage of therapy involved challenging 
both counter-productive behaviours and responsibility appraisals.
Outcome
At the end of therapy M had made positive behavioural changes. She was now able to 
come into contact with objects she had avoided, for example, the toilets at her work 
place, food items she had avoided, as well as enjoy social occasions with friends, 
without experiencing anxiety. These changes in behaviour were supported by the 
)  outcome scores on the MOCI, which showed reductions for checking, cleaning and
doubting behaviours and the outcome scores on the MCQ which showed reductions in 
troublesome beliefs such as the danger of thoughts.
)
Summary of the Learning Disabilities Case Report
3  The assessment and management of challenging behaviour in a blind man with a
mild learning disability
Presenting problem
Mr C was a 48-year-old White British man who was currently living in a group home 
for the visually impaired. The staff at his home had been finding his behaviour 
challenging. His problem behaviour occurred most frequently at meal times. He would 
become angry and display any one or all of the following behaviours: raise his voice,
3
threaten to throw his food on the floor, throw the food, make negative comments to 
self, shout at staff or other residents, self-harm (e.g. slap his face) or hit others. The 
content of his comments to self were always of a punitive nature, for example 
repeating the words “you’re a naughty boy”. They were also directed to a female 
resident (M) about a previous accommodation, from which both had emergency 
transfers due to allegations of abuse.
)  Assessment
• Interviews with staff
• Two weeks of ABC charts
• Case notes
• Observation of client
Formulation
Mr C’s challenging behaviour was understood in the context of major life events. 
Throughout his life, Mr C experienced a number of traumatic events which left him 
vulnerable to emotional and social adjustment problems. When he was a young child 
he witnessed the violent death of his parents. Five years later his relationship with his 
grandmother also ended abruptly. Later in his life he was again removed abruptly 
from a group home where he had lived for eight years resulting in the loss of 
friendships. From these events Mr C is likely to have learned that relationships are
> volatile and can end without warning. Mr C experienced physical abuse at his
previous residence. When he is angry his speech is filled with references to this place.
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It is likely that this experience has contributed to a difficulty in building close, trusting 
relationships with the staff. In addition Mr C has a mild learning disability. This 
coupled with the loss of his sight in his late teens have contributed to poorly 
developed and a loss of communication and life skills. Consequently he is dependent 
on the staff to do things for him, which is complicated by his lack of ease with the 
staff. In addition to understanding the context in which his anger outburst emerge, a 
behavioural analysis of his behaviour was carried out to identify the immediate 
antecedents and consequences of his challenging behaviour. For example, at 
mealtimes it was hypothesised that MR C’s behaviour was triggered by verbal 
prompts to eat more of his meal after he had clearly indicated that he had finished.
Intervention
The intervention was designed to directly manipulate environmental factors that were 
reinforcing Mr C’s challenging behaviours. These were prominent at mealtimes and 
therefore this became the main focus of the intervention. Behavioural guidelines were 
drawn up for the staff to manage mealtimes and aggressive incidents to directly 
impact on the challenging behaviour. Also behavioural guidelines were produced to 
orientate him to the environment and to assist with skills building in an attempt to 
make his environment more predictable and to facilitate more trusting relationships 
with the staff. A further aspect of the intervention provided the staff with an 
understanding of a previously misunderstood response to his friend and a method of 
addressing it.
Outcome
The intervention was successful in: a) reducing the frequency and intensity of 
challenging behaviour; b) helping the staff to understand why Mr C behaves as he 
does; c) reducing the stress felt by the staff particularly at mealtimes and d) increasing 
the confidence of the staff in managing his anger. In addition staff noticed that Mr C 
was visibly more happy, communicating more with them and he was thought to have a 
more tolerant attitude to negative feedback.
Summary of the Child Case Report
q  A  cognitive-behavioural assessment and intervention with an 8-year-old boy with
behavioural problems and school-related anxieties
Presenting problem
Max was an eight-year-old boy who lived with his parents and his older half-sister. 
His parents raised two main areas of concern: his behaviour at home and his academic 
performance at school. Max’s parents described his behaviour as obsessive, his toys 
always had to be in a particular place and he would become angry if anyone interfered 
with them. He was also prone to be restless, fidgety, and talkative and had a habit of 
interrupting when adults were talking. Max’s mother described how he disliked school 
and frequently complained of stomach-ache on school days. Max said he disliked and 
was frightened by teachers who shout or were in a bad mood. He was described by his 
teacher as generally behind others in all aspects of his academic performance and was 
at level 2 of the special educational needs register. His teacher was not aware of any 
behavioural problems at school and described his social behaviour as a strength. 
3 Significant developmental history included a six-month period of head banging at the
age of three, significant sleep problems for which he received psychological treatment 
and problems with soiling and withholding his faeces. His parents had separated on 
three occasions and as a consequence he had moved school twice.
Assessment
• Interviews with 1) the family, 2) the parents and 3) the child
• Telephone interview with 1) the classroom teacher and 2) the SENCO teacher
• Worry scale
Formulation
Max’s earlier developmental problems coincided with his parents’ relationship 
difficulties. Max remembered his parents shouting at each other and said he hated it. It 
was hypothesised that Max had become sensitised to shouting within the family and
)_______ _ this had become associated with unpleasant feelings (i.e. worry). This appeared to
have generalised to other situations so that now when he was exposed to this
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behaviour, for instance in the classroom, he would become anxious. Max worried 
about attending school. These worries were associated with negative cognitions such 
as “the teacher will be horrible” or “I will get into trouble for not doing my work”. 
These worries were being maintained by these threat appraisals and intermittent 
avoidance of school. Max’s worry about school evoked sympathy and anxiety in his 
parents and prevented them from setting boundaries around his behaviour at home. 
Max’s parents were unable to tolerate unpleasant feelings, which played a role in 
maintaining Max’s problems, for example, angry outbursts were reinforced by 
parental attention and giving in to his demands (i.e. playing with him). In addition 
Max’s parents were concerned about his performance at school and felt that their son 
was being overlooked. It was not clear whether anxiety was impairing his academic 
performance.
Intervention
The intervention aimed to provide an assessment of Max’s cognitive ability using the 
Weschler Intelligence Scale for Children (WISC III UK). It also aimed to introduce 
cognitive-behavioural strategies to Max and his parents to address symptoms of 
anxiety and to discuss behavioural strategies to manage problem behaviours at home.
Outcome
Max’s intellectual ability was average for his age suggesting that his below average 
academic performance may be due to situational problems in school. Max’s anxiety in 
school appeared to be having an adverse effect on his performance in the classroom. 
These issues were highlighted in a report, which was sent to the school SENCO 
teacher. Cognitive-behavioural work was successful in tackling Max’s anxieties about 
school and he had begun to relax and he even reported, “beginning to like school”.
Summary of the Older Adults Case Report
A neuropsychological assessment of early, suspected dementia in a 78-year-old
man
Presenting problem
V was a 78-year-old White Central European man, who had been referred by his 
Consultant Neurologist for a detailed cognitive assessment. He was experiencing 
memory problems for at least three years, had much less energy in the last three years 
and he confided that he was lonely and unhappy since the death of his partner in the 
early eighties.
Assessment
• Clinical interview with 1) V and 2) his son 
Formulation
V was a well-educated man with some insight into his memory difficulties, which had 
been occurring for the past ten years. He was a good historian for remote events in his 
life although he struggled with names of places (e.g. where he worked) and precise 
dates. His memory problems manifested as forgetfulness for recent events, for 
example, what he had done yesterday and for prospective events, for example, what he 
intended to do, which he found frustrating. He had good self-care and independent 
living skills. However in the last three years he had less energy and a reduced range of 
interests and activities. He was relatively socially isolated and he was at risk of 
becoming more socially isolated. Also he was prone to depressed thinking and low 
mood.
V’s current problems appeared to have a gradual onset with progressive deterioration 
over the past ten years. Also his main complaint was a marked impairment of recent 
memory which is commonly the first symptom observed in patients with DAT (Miller 
& Morris 1993). Therefore V’s difficulties were formulated as possible early signs of 
a progressive dementia of the Alzheimer’s type (DAT). Other symptoms such as 
reduced energy and activity levels and narrowing interests were thought to be either
part of this disorder or symptoms of depression (Yesavage 1993). However it was not 
felt that depression could account for his current difficulties but more that symptoms 
of depression were co-occurring with cognitive decline.
Intervention
V’s cognitive functioning was assessed using the 1) Wechsler Adult Intelligence 
Scale-Third Edition (WAIS-III) and 2) The Wechsler Memory Scale-Third Edition 
(WMS-III). Additionally psychosocial and mood factors were highlighted as potential 
areas of vulnerability and these were assessed using two self-report questionnaires and 
a clinician rating scale.
Outcome
The main outcome of this assessment was that V had a dementing illness which was 
probably vascular in origin with a possible co-morbid dementia of the Alzheimer’s 
type. He also had mild symptoms of depression and anxiety. Based on these findings 
and the likelihood of increasing cognitive deficits and increasing vulnerability, it was 
recommended that V should be referred to the Community Mental Health Team 
(CMHT). It was recommended that the CMHT see V with a view to the following:
1. To assess his suitability for medication for dementia
2. To assess whether his depression requires treatment
3. To assess the appropriateness of psychosocial support, for example, his 
attendance at a day hospital to learn skills in coping with memory impairment.
The trainee’s supervisor made the referral to the CMHT. Also two meetings were held 
with V to feedback about his performance on the assessment and the implications of 
the assessment. This was done without reference to a specific diagnosis. He agreed 
with the assessment of his memory impairment and with the referral to the CMHT. 
Following this a written summary was sent to V and with his permission to his son.
Summary of the Specialist Case Report within an Addiction Service
Relapse Prevention work with a 26-year-old man with a heroin addiction 
Presenting problem
Jack had been recently released from prison and had relapsed to using heroin on a 
daily basis. He reinstated abstinence and was started on a low dose methadone 
maintenance programme. He was requesting relapse prevention work to help him 
maintain abstinence from heroin. His partner, who was pregnant with their second 
child, had never used drugs and Jack’s relapse was severely affecting their 
relationship. Jack also smoked cannabis on a daily basis.
Assessment
• Clinical interview with Jack and his partner
• Situational Confidence Questionnaire (Heroin) (SCQ (Heroin); Barber, Cooper 
& Heather 1991)
Formulation
Jack was a 26-year-old man with an 8-year history of using heroin. His current drug 
use was being triggered by cravings in response to drug cues in his environment and 
was being maintained by the rewarding effects of the drug. Potent high-risk situations 
were identified as particular people, social pressure to use, special occasions and 
interpersonal conflict. He now had a new set of priorities to work and support his 
family and was consequently motivated to work on his heroin addiction. Maintaining 
abstinence from heroin was further reinforced by his partner’s ultimatum to leave him 
should he use again. Therefore his family were strong external motivating factors for 
achieving his goal.
Intervention
The Relapse Prevention model was introduced and the relapse process was 
demonstrated using specific examples provided by Jack. This provided a rationale for 
treatment that was presented to Jack as a need to develop new methods to cope with 
high-risk situations (HRS) and to learn new positive activities to serve as viable
alternatives for celebrating and reward. Individual sessions focused on developing 
coping skills to deal with intrapersonal and interpersonal situations and on developing 
0  more positive activities and rewards to avoid the need for sensation seeking and to
promote lifestyle balance. In addition a secondary aim of therapy was to address stress 
within the couple’s relationship.
Outcome
Jack attended and worked well in the initial sessions. He had very few problems 
remaining abstinent, was working full-time and helping with household chores and 
childcare. He had become more confident about staying off heroin and subsequently 
^ was less motivated to attend sessions. On what was due to be his final session he
arrived with his partner and admitted to having relapsed and had been using heroin for 
the past month. On this occasion Jack had managed to stop using heroin for over 3 
months before relapsing. He had once again managed to obtain abstinence and it is 
possible that this experience may have increased his self-awareness and given him 
more insight into the nature of his drug addiction. However due to the relapsing nature 
of addictive behaviour it is possible that he will make many more attempts before he 
has more sustained success. Jack’s progress would continue to be monitored by his 
CPN.
>
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ABSTRACT
Background
Research has shown that clients have higher levels of worry attending a first 
appointment in a mental health setting in comparison to subsequent appointments 
(Vaughan, Morris & Stein 1999). Additionally, written information has been shown to 
improve the quality of services for clients (Tozer 2000).
Aims
This study had three primary aims: to investigate clients’ expectations and worry 
about attending a first appointment with a Community Mental Health Team (CMHT); 
to investigate the impact of written information on clients’ worry and expectations and 
to elicit any suggestions for types of information clients would like to receive.
Participants
19 new referrals from two CMHT’s in London participated in the study.
Method
The study was carried out in two stages. The first stage involved sending only a semi­
structured questionnaire to the first 40 new referrals. This group made up the “no 
intervention” or control group. The second stage involved sending the same 
questionnaire and an information leaflet to the next 30 new referrals. This group made 
up the “intervention” or test group.
Results and Conclusions
A poor response rate precluded any significant comparisons being drawn between the 
two groups. Nevertheless, this was a useful pilot study which, despite the small 
numbers, implied that clients are anxious about their first contact with the service and 
that clients could benefit from receiving information about the service. These 
implications would need to be borne out with further study involving larger numbers. 
Valuable lessons for future researchers with regard to organisational constraints of 
time and resources in this setting are also discussed.
INTRODUCTION
Background
0
The involvement of users in the development of quality initiatives is an important 
feature of new NHS policy (Patient & Public Involvement in the new NHS, D.O.H., 
1999; cited in Kelson 2000). A variety of methods have been used to achieve user 
participation in quality initiatives including questionnaire surveys, interviews, 
observation and focus groups (Tozer 2000; Wadey 2000). Studies have looked at 
3 whether written communication can improve the quality of services for clients by
facilitating and preparing the client for the consultation, reducing anxiety and 
improving satisfaction.
In medical settings written communication has been important for facilitating 
discussion between clinical staff and patients and reducing anxiety (Tozer 2000). This 
^ has been shown in a number of other studies. A study of women who had breast
cancer found that written information helped them to make informed treatment 
choices (Wadey 2000). Another study found that a simple information booklet was 
effective in reducing anxiety in women referred for gynaecological investigations in 
comparison to no booklet or a more complex booklet which did not reduce anxiety 
(Marteau, Kidd & Cuddeford 1996). Furthermore a randomised controlled study
>
evaluated the usefulness of providing a help card and explanatory letter to patients to 
help maximise the outcome of their consultation with 3 medical out-patient clinics 
(Flessig, Glasser & Lloyd 1999). Out of those patients who had received the help card, 
half had found it useful to get more out of the consultation.
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In mental health settings the use of written communication has been investigated and 
has been found to be useful to varying degrees. For instance an orientation statement 
giving information about a community mental health team was found to significantly 
reduce fail to attend rates when it was included with the appointment letter (Kluger & 
Karras 1983). This increase in attendance was attributed to an increase in knowledge 
of what to expect from the service. In contrast an intervention, which provided 
information detailing the high rates of non-attendance within the psychology 
department, had no effect on attendance rates (Fox 1997). Also a lack of information 
was found to be a problem for the majority of respondents in an audit of psychology 
services who thought that they had not been given enough information about the 
service prior to their attendance (Skaife & Spall 1995).
In another study parents accompanying their children for a first appointment at a 
community based child service rated their levels of worry on average, higher than 
parents attending later appointments (Vaughan, Morris & Stein 1999). Also parents in 
this latter group retrospectively rated their levels of worry about attending for the first 
appointment significantly higher than their current level of worry. However they 
found no significant differences between worry levels for parents who received an 
information leaflet and those that did not, although it was not explicit what the 
information leaflet contained.
Finally it was found that providing information about the assessment process 
enhanced initial attendance rates (Webster 1992). Furthermore those who had received 
the information sheet had significantly higher satisfaction scores for being listened to
108
and understood than those that did not receive the leaflet, although there were no 
differences between the groups on state anxiety scores.
Therefore it seems that certain types of written information can have positive 
consequences for both clients and services.
Rationale for the study
The Community Mental Health Teams were interested in improving upon their 
contact with new referrals. This was prompted by clinical observations and clients’ 
reports of anxiety and lack of knowledge about coming into contact with the team. 
Currently the teams sent a letter inviting the client to attend for an appointment on a 
particular date at a particular time with two named professionals. The team wanted to 
improve upon this practice by including an information leaflet about their service.
Research Questions
Five main research questions guided the present study.
What kind of expectations do clients have about coming into contact with a CMHT? 
Are clients anxious about coming into contact with a CMHT?
Does written information help to reduce this anxiety?
Do clients think they received sufficient information about the service?
If not, what information would clients like to receive?
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METHOD
The service
The study was carried out at two multi-disciplinary Community Mental Health Teams 
(CMHTs) based at Queen Mary’s Hospital, London. Referrals to the service were 
mainly from GPs working in Putney or Roehampton.
Participants
Following consultation with the Clinical Psychologist it was estimated that there 
would be on average six new referrals to each team per week based on referrals rates 
for the preceding six months. However the referral rate varied greatly, and by the end 
of the research period 40 questionnaires had been sent out to new referrals in the 
Putney team and 30 questionnaires had been sent out to new referrals in the 
Roehampton team.
Design
This was an exploratory study using a semi-structured questionnaire (Appendix 1). 
Procedures
Each team met weekly to discuss referrals and agree a date for an assessment 
appointment. An appointment date was offered 2-3 weeks from receipt of the referral. 
The questionnaires were sent out on a weekly basis with the appointment letters. 
Urgent referrals were excluded as they were invited to their initial appointments by 
telephone.
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The questionnaire was piloted on a small sample of new referrals. Seven of these were 
contacted by telephone and questioned about their experience of completing the 
questionnaire. (See appendix 3 for full details).
Next an information leaflet (Appendix 2) was designed and piloted.
Finally the study was carried out in two stages. The first stage involved sending out 
the questionnaire with no information to the first 40 new referrals to either team and 
this made up the no intervention group. The second stage involved sending out the 
questionnaire with the information leaflet to the next 30 new referrals and this made 
up the intervention group.
Although it was considered, it was not practical to do a second mail shot to non­
responders. There was only a small window of opportunity, of approximately two 
weeks, to survey clients’ views between receipt of referral and contact with the 
service, which did not allow sufficient time to elapse between a first and second 
mailing. Also the researcher was not on site for the whole research period making it 
practically difficult to identify non-responders. Therefore the questionnaire and an 
anonymous mailing box were made available at reception in an attempt to maximise 
response rates.
Measures
A semi-structured questionnaire (Appendix 1) was specially designed for the study to 
obtain information about demographic characteristics and opinions of respondents. 
Twenty-one questions employing a range of response scales including dichotomous
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questions, Likert-type scales, multiple-response items and open-ended questions were 
used to record clients’ views. The questions were selected on the basis of issues that 
have been highlighted in the literature as relevant to the apparent ease with which 
clients can approach these services (Vaughan et al 1999, Kluger & Karras 1983 and 
Skaife & Spall 1995). The questions were aimed at gauging clients’ views on their 
level of anxiety/worry about being seen by a CMHT, expectations about the service 
and their views on the need for information about the service.
Information leaflet
The information leaflet contained information about the team, available treatments, 
referral routes, the assessment, possible outcomes and confidentiality. This was based 
on previous research (e.g. Webster 1992), clinical observations and suggestions from 
the pilot questionnaires. An early version of the leaflet was discussed on a team away 
day and improved subsequently. The information leaflet was then piloted through an 
interview with three user representatives and a group of professionals from a 
voluntary organisation (See appendix C for full details).
Analyses
Cross-tabulations were used to compare differences between the demographic 
characteristics of the two groups. The Fisher’s Exact test was reported as there were 
less than 5 expected frequencies in some cells. Descriptive statistics are presented for 
the remaining data.
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RESULTS
19 people returned the questionnaires. 13/40 (33%) responded in the first stage and 
6/30 (20%) responded in the second stage of the study.
Description of Participants
Table 1 provides demographic information for the 19 participants in this study.
Table 1: description of the demographic characteristics of participants by group
No Information Group (n=13) Information Group (n=6)
Age Mean = 37 Mean = 36
SD = 9 SD = 15
Range = 22-56 Range = 20-54
Gender Male = 6 Male = 3
Female = 6 
missing = 1
Female = 3
Marital Status Single = 7 Single = 4
Married = 3 
Divorced = 1 
missing = 2
Married = 2
Employment Employed = 7 Employed = 2
Unemployed = 5 
missing = 1
Unemployed = 4
Education No qualifications = 3 No Qualifications = 2
0  Levels = 3 0  Levels = 2
A Levels = 1 Degree = 1
Diploma/HNC = 2 
Degree = 3 
missing = 1
missing = 1
Children None = 6 None = 4
Two = 6 Two = 1
missing = 1 Three = 1
Ethnic group White British = 5 White British = 3
Asian = 1 European = 1
Black African = 1 
Mixed Race = 1 
missing = 5
missing = 2
Seen by CMHT in the Yes = 6 Yes = 2
past No = 6 
missing = 1
No = 4
Treatment in the past Yes = 6 Yes = 2
No = 6 
missing = 1
No = 4
Receiving other help Yes = 5 Yes = 1
No = 8 No = 4 
missing = 1
Note: missing values are not included in any subsequent calculations
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Group differences
Due to the small number of respondents variables were collapsed to become 
dichotomous variables to compare differences between groups. This involved 
changing marital status to single/other, education to no qualifications/qualifications, 
children to none/some and ethnic group to white/other. There were no significant 
differences between the information group and the no information group for the 
aforementioned variables (age, Mann Whitney, p= .792; gender, Fisher’s exact (FE), 
p= 1.0; marital status, FE, p= 1.0; educational status, FE, p= .6 ; employment status, 
FE, p= .62; children, FE p= .638; ethnicity, FE p= 1.0; past contact CMHT, FE p= 
.638; past treatment, FE p= .638 and receiving other help, FE, p= .615).
Descriptive Statistics 
Anxiety
TABLE 1 : Are you worried about being seen by someone from the CMHT?
No Information Group Information Group
Answer N % N %
Not at all 3 23 4 67
A Little 2 15 2 33
Moderately 5 39 0 0
Very 0 0 0 0
Extremely 3 23 0 0
Total 13 100 6 100
The group who received no information indicated that they were most frequently 
moderately anxious about being seen by someone from the CMHT, whereas the most 
common response for the group who had received information was not at all anxious.
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Expectations
Table 2: What are your expectations for attending for this appointment?
No Information Group Information Group
Variable Yes % Yes %
Cure 9 69 1 17
Medication 4 31 1 17
Improvement 5 39 4 67
Help 9 69 4 67
Explanation 3 23 0 0
Psychotherapy 3 23 1 17
Information 5 39 1 17
Do not require help 1 8 0 0
Note: N  = 13 in the no information group and N = 6 in the information group.
Participants were asked to indicate which of up to eight expectations they had about 
attending for the initial appointment. The majority of respondents in the no 
intervention group expected to find a cure for their problem and expected to receive 
help. The majority of respondents in the intervention group expected to see an 
improvement in their condition and expected to receive help.
A further three questions explored participants knowledge of what questions to expect 
during the initial appointment.
Table 3: Questions that could be asked as part of the initial appointment interview
No Information Group Information Group
Variable Yes No Don’t Know Yes No Don’t Know
Questions about current 
problems
13 - • - 6 -
Questions about personal 
history
13 4 1 1
Seen for more than one 
appointment
6 2 5 6 -
Overall most people were knowledgeable about the format of the initial interview
process.
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Information
Table 4: Sufficient information
________________________ No Information Group_____ Information Group
Variable Yes % Yes %
Received enough 
information
9 75 6 100
Would like more 
information
5 42 3 50
Note: One person did not answer these questions in the no information group.
Three quarters of the no intervention group and all of the intervention group thought 
that they had received enough information to enable them to keep the initial 
appointment confidently. In the no intervention group 5/12 indicated they had 
received the information from their GP and 2/12 from the initial appointment letter. In 
the intervention group 3/6 indicated they had received the information from their GP 
and 3/6 from the initial appointment letter. Despite this almost half of both groups 
indicated that they would like to have received more information.
Table 5 explores the types of information which participants indicated they would 
have liked to receive.
Table 5: Types of information participants would like to receive______________
Information No Information Group Information Group
Yes % Yes %
Length of appointment 3 50 1 33
Types of treatment 4 67 2 67
Policy on confidentiality 3 50 0 -
Outcomes of assessment 2 33 0 -
What questions to expect 5 83 0 -
What each profession offers 3 50 1 33
N=6 in the no information group and N=3 in the information group
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The no intervention group made more requests for information on a range of topics 
than the intervention group. Equal proportions from each group requested information 
on types of treatment, suggesting this topic was not adequately dealt with in the 
information leaflet.
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DISCUSSION
It is not possible to draw any definitive conclusions from this study due to the small 
number of participants in each group. Nevertheless there were some interesting 
findings from the study, which will be discussed, along with the limitations of the 
study.
Anxiety
Clients were more likely to endorse higher rates of anxiety in the group which 
received no information. This might suggest that the information leaflet was useful in 
allaying anxieties about coming into contact with the CMHT. However, other 
explanations, such as reason for referral or general anxiety levels, were not controlled 
for and may have contributed to these differences. Despite this it seems important for 
the team to be aware that almost half of those who responded to the survey were 
moderately or extremely anxious about coming into contact with their service.
Expectations
Within both groups most people held the expectation of receiving help with their 
problem and a high number in both groups expected to see an improvement in their 
condition. This would seem to suggest that, on the whole, clients were forming 
realistic and hopeful expectations about the service. In addition there was very little 
difference between the groups in their knowledge of what questions to expect during 
the initial interview.
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Information
Both groups rated the amount of information they received favourably. One possible 
explanation for this finding is that lack of knowledge about the service in general, may 
make it more difficult to know the type of information that could be made available. 
This explanation is to some extent borne out by the relatively high level of requests 
for information in the no intervention group when options for types of information are 
provided. A further explanation is that half of the respondents in the no information 
group had been seen by a CMHT in the past and therefore had acquired some 
knowledge about the service. Indeed a third of the intervention group had previous 
contact with a CMHT which must have contributed to their knowledge about the 
service.
Also the GP appeared to be a relatively good source of information prior to the initial 
appointment. This is an interesting finding when coupled with the user 
representatives’ view that the information leaflet should be made available from the 
GP.
Despite the above finding there were requests for more information in both groups. 
Surprisingly in the intervention group there were three requests for information which 
was provided in the information leaflet. Two of these requests were about types of 
treatment and it could conceivably be that they were requesting more elaborated 
explanations rather than simply a list of treatment options.
Interestingly all six types of information were requested by at least some respondents 
from the no information group. The most frequently endorsed response was for
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information about what questions to expect. An earlier discussion showed that this 
group were as knowledgeable on this subject as the intervention group. However this 
finding may suggest that they were not confident that their knowledge was accurate. 
Perhaps the information leaflet was helpful in affirming this knowledge for the 
intervention group.
Requests made by this group may reflect their concerns about who will see the 
information they provide, for example, policy on confidentiality. Others may reflect a 
desire to be more informed, for example about treatment options. Written 
communication has been shown to help the client contribute to the consultation 
process (Tozer 2000) and has helped clients to make informed treatment choices 
(Wadey 2000). Still others may reflect practical concerns, for example, the length of 
time they need to set aside for the appointment. Whatever the reason it seems that this 
group are interested and could benefit from receiving the type of information 
contained in the information leaflet.
Limitations of this study
Sample size
A major limitation of this study is the small number of participants, even though 
efforts were made to increase the sample size following the pilot study by including 
new referrals from a second CMHT.
It was agreed with the team that the questionnaires would be sent out with the initial 
appointment letter although a number of problems made this practice inconsistent.
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Staff shortages, locum staff and reluctance to include the project materials with the 
appointment letter by some administration staff meant the task was accorded low 
priority, was frequently omitted and was not handed over to temporary staff.
Nonresponse
There was only a small window of opportunity to survey clients before they came into 
contact with the CMHT. This precluded the use of a second mail shot. An alternative 
idea of catching clients in the waiting room relied on clinicians identifying new 
referrals to the receptionist and the receptionist remembering to target the correct 
individuals. Unfortunately this method was not effective in contributing to an 
improved response rate. A more effective method would have been telephone follow- 
ups but this would have been too time-consuming to be feasible.
Finally the findings are not considered to be representative of the population of new 
referrals to the CMHT. Those who returned the questionnaires may represent a more 
motivated population. Those who did not respond may be qualitatively different from 
those who did respond. Clients who held more negative attitudes may have been less 
motivated to respond or may have objected to completing a questionnaire before they 
started using the service. Finally, those who received the information leaflet may have 
been less motivated to return the questionnaire.
Conclusions and Recommendations
A poor response rate precluded any meaningful comparisons between the two groups. 
Nevertheless, this was a useful pilot study which, despite the small numbers, implies 
that clients are anxious about their first contact with this type of service and that
121
clients could benefit from receiving information about the service. These implications 
would need to be borne out with further study involving larger numbers.
Any future study would need to ensure that the research was fully integrated into the 
service and given a higher priority. One approach might be to request that the service 
invite new referrals fifteen minutes before their appointment time to complete the 
questionnaire. Clinicians could discuss any objections or difficulties with the 
questionnaire at the beginning of the interview. This approach would help to establish 
routine practices for administration staff, avoid response rate problems and engender a 
sense of shared responsibility for important service related research.
Finally, it is important to establish support for the research within the team and 
negotiate individual responsibilities, as well as identifying someone to oversee that 
this occurs. The former was established for this study but the latter was left to the 
researcher who had insufficient authority within the team to ensure that this happened.
Feedback to service
The findings were presented to the services in November 2000 (Appendix 4) and from 
December 2000 they have been routinely sending this out with the initial appointment 
letters. It is currently being considered as a template for a trust-wide uniform team 
leaflet for all the adult CMHTs.
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Appendix 1
The Questionnaire 
Contact Letter
CONFIDENTIAL QUESTIONNAIRE
Personal Details
Age: Marital Status:
Sex: Employed: Y es/N o
Education: No Qualifications / O Levels / A Levels / Diploma, HNC / Degree / 
Other, please state____________________________________ ____________________
No. of children: Ethnic Group:
QL At the moment how important is it to you to have some help with your problem? 
/please circle the part o f  the scale which applies to you)
Not at all A Little Moderately Very Extremely
Q2. What are your expectations of attending for this appointment? (please circle the 
statement(s) which reflect your expectations)
• to receive help
• to see an improvement in my condition
• to have a one-off consultation to receive an explanation and specific advice
• to find a cure for my problem
•  to be referred for psychotherapy
• to be prescribed medication ^
• I do not know what treatment or help are available
• I do not think I require help
• Other ____________________________________________________________
Q3. Are you worried or anxious about being seen by someone from the community 
mental health team? (please circle the part o f  the scale which applies to you)
Not at all A Little Moderately Very- Extremely
Q4. Do you know what to expect? (please circle the part o f the scale which applies to 
you)
Not at all A Little Quite a bit Mostly Completely
Q5.1 expect to be asked questions about my current problems. Yes/ No/ Don’t know
Q6.1 expect to be asked questions about my personal history. Yes/ No/ Don’t know
Q7.1 expect to be seen for more than one appointment. Yes/ No/ Don’t know
Q8. By whom would you have expected/wanted to be seen? (please circle)
• Psychiatrist • Social Worker • Psychologist • Occupational Therapist • Community 
Psychiatric Nurse • Mental Health Support Worker •
Q9. From the information on your initial appointment letter can you indicate by 
which professionals you going to be seen?
• Psychiatrist • Social Worker • Psychologist • Occupational Therapist • Community 
Psychiatric Nurse • Mental Health Support Worker •
Q10. Do you have any concerns if  there is a mismatch between your expectations and 
the professionals indicated in the letter? (please circle if applicable)
• they will not understand my problem
• they will not be able to help
• I will not be taken seriously
• it will be a waste o f time
• it must be more serious than I thought
• other--------------------------------------------------         —-------
Ql l .  Are you concerned about confidentiality, i.e. information I give will be 
disclosed to others without my consent? (please circle th€ part o f  the scale which 
applies to you)
i-----------------------1-------------- — i -----------------------1----------------- - - I  ,
Not at all A Little Moderately Very Extremely
Q12. Do you feel there is a stigma attached to attending the community mental health 
team?
| 1 1 1 1 ,
Not at all A Little Moderately Very Extremely
Q13. Does it matter to you that the community mental health team is located within 
the grounds of a hospital?
i---------------1-------- -— i---------------1--------------- 1 ,
xr-i. -.11 a ï ;ttio NAndprfltplv Verv Extremely
Q14. Do you have any other concerns? (please state)
Q15. Have you been seen by someone from the community mental health team in the 
past?
Yes / No If yes please state approximate number o f  contacts:
Q16. Have you ever had treatment for psychiatric/psychological problems in the past?
Yes / No If yes please state type: Number o f  contacts:
Q17. Do you think you have received enough information to enable you to
confidently keep the initial appointment? Yes / No
If yes who gave you the information?
1. Your GP Y e s / N o
2. The initial appointment letter Yes / No
3. Other source (please state) _________________________J------------------------ _
Q18. Is there any information you would have liked to receive with the initial 
appointment letter? Y e s / N o
If yes do they include any of the following? (please circle if  applicable)
# what questions to expect
# length o f appointment
# types o f treatment offered
# policy on confidentiality
# possible outcomes of assessment
# what each profession offers
# other (please state)_-___________ ;_____________________   —
Q19. Do you intend to keep this appointment? Yes / No
If no why not?
020. Are you seeking help from any other source, at present? e.g. private therapist?
Y e s / N o
Q21. Would there be any practical reason why you would not keep the appointment, 
e.g. unable to arrange time off work or child-care? If yes please give examples:
Putney CMHT 
QMH Centre for Mental Health
QUEEN MARY’S UNIVERSITY HOSPITAL 
toeh m p m .L a™ , Roetampton,
Dear Sir/Madam,
information leaflet beneficial to you.
stamped addressed envelope provided. Thank you for your 
Yours sincerely,
Trainee Clinical Psychologist 
University o f Surrey
Appendix 2 
The Information Leaflet
V)
II
Ü
Dî
“O
cD
$
1 1
r
C
3  O
û _  O
co
<D
X
"râ
-t-»c
0 )
E
(Q
i£
CM
LD
CM
Lf)in
00
00
CM
CM
in
lf)
00
o
tn"Oc
bd»
§§
— X <D TO I— LL-
e
#
e
#
3
Si
VI
I
I
<uV)
D
rd+-»
C
8
<U
IS<v
co
o.
TO E 
±i <5 Z
x  ^  
2 Ü g  
V^)
TO
<U
il
<u
3cr 
> •
§ 
i i
H
TO* t+2
S  V
f i s(U
U
X
a
i s =■^ c o
II!
O  m
<u
S
<N X \+- mun r\Jrxj ou
un un m un
SES
s  sO O
4-»
C
TO 4-<
a TOEo
u
4-f
C
8
TO TOTO V)TO
TO TO
E a
o vT4-f TO
JC u
V) E§ TO
3 V)
9. L_3O
2
3 3
O O
SZ X»
un TO
<u
ï
s iSI
U
TOQ
V)
U
'E<uun+->
3
<
sCL
o -g  
x  o 5-a;
i l
C  -Q
3  5
2 u
c"l.aun
ûK
N.
I
co
~G
c .o
10K
muo
ruooiOoo
oou
o
ï
m
i i
u
l s
rH
OJQ
CM
(/) >>
0 ( 0  (/) LU
VITO
E T3TO
TO
*a O
TO
JQ
o CL TO i_ VIu c TO C*■» TO ai JQ O3 _C ETO
E
CLO
TO%
TOJD
vî
TO
VI
E
2 c C TO TOTO TOX2 "5 J3vîVI E U TOcoa
TOJC
VIVITOVIVI
O
f
C
1
8
TOC
TO
i
O
*-> TO o 5 LT 5
2TO
TO
€
VIk.TOD.
TOVI
TO u-O
ETOTO
TO E x: £ 4-»TOx:4-»i 1 s £
i l
8
TO
3
■a
:>
~a
c
■S I  EO. TO o
I -
(U
s  p 0)
E
TO<D (U
V)<u
| l
I I
O
x:
VI
,1 1O Q.
TO
V)
_ I xill
E ■« S
^ "§ TO
en %  m 
c  a) -Q
i  î i
43 E Ecou
TJ
a»<u
5
<u
<u
en
co
E<DJC
c  15 1U
ifî L
to ai
I I
°  c
CL O
TO _  
CL CL ^
k.
iL 6 TO O
TO
VI '5
TJ
_3 ô TJC Xi— TO U X TO OTO CL c o k.x:
t t TO 4-1
u
TO
tn
E
CL
o C X TO "rocTO VI a i é JD Co
O•M
TO
tn Etn
TO
"E
2
CL o
3 TO F o TO Eo U h- tn tn TO
TO '•û 3 a ik.
,TO CLV) E a i TO cl*-
TO £ TO c TOk_
O4-f
u
X
5
JQ
2
CL
cti
TO
TO
U
C
TO
c
Btn
T3TO k.Jti E
tn
X a icTO u o 3 oc > 3 tn tn
C
V)
VIVI
I
° «i S
L
ilO
Si— "U
| L
l f  " 
i lg -g 
8  «
S 1
a  g
.*2 41
i— s
m
!Û.4-f
C
3
e
TO-C4->
"a
TO
E .TO VI
| î•£ m
"D 
C
ro
D)
c  V)
0 o 
0  
CZ) <Z) 
0) 
3
ro o"
V) 0
S
g
E
VI
iî
m
<3
<u
V)TO
O•a
<d &I ^
1  I
•  §
■E ^
2  g
cti td
b  ®TO J-
ï  rok. *_i 
"• £
ï !
Zi
.E
ctiB
roc
*5 U-°  E
TO 
X
ETO
E
!
X  %  
c £TO "O
TO r ;
51
=  TO
>  E
O  *  £  
♦u a i  3
c e o
TO <3 j e
I I !L #
y
—• 3
I I
td  3ro q  
•
<V (Us 1<L) XII
TO o 
X  x
c  ^  
8 ro
°- s-I I
TO
X
UTO
Si
11ai ‘3
C tn
i l
11
J=  %) 
4-j (d
I
il
k. 4-13 y 
§ ,2.
tn
8
§
Si
i s !
i f s TJ cti tn
l i i
ro
tn
tn
8TO
C
TO
• a
c3
un o 4-f4-f C
C
o 1 2k
cti TO4 -f 3UE TO k
s
c
X
4 -f
TO
3%
tn
x
■8
C
TJ
C
Bh- TO tn
X
5  « ro x
tn o
l ïX  tn O TO
TJ
C3
O
a i
ro
tn
ETO
E
r of
(0
Q)
I
<0
I
ë-ro
E
TO
X
C
8
I I
11
C
O
tn3
O
X
T3 
w  C  
y  c  ro
i l l
a i  cti - °
I U
u
tnTO
8TO1 " a  
ro ro
c
0
1
a i  -o  
E w
I I e
tn u
gi  i
tn
32
tn
k# a i
6$3 tn
È
5
TO
X
4 -f
Ë
I I
tn ro x
cTO 
TJ 
C  
TO 
CL
a i  to
C  TJ
o  c
Ë
TO
TO
X
TO c i—  4 -f
"c
tn a i
'5 8
a i
TO £  
TO E
5  %
i =tn <
U
TO E
i i
t i i
r»
E
ro
2
TO
X
i
C
3
o
X
=s
TO
TO
■S
E
2
cti
tn
ï
l
tn
O
Ë  "S
S  !  
2  $  
m K  
eu ro
s S
11È  8
i»TO rox
tn
Xo
TO
•D
k >
CL Oktn X
15 tn
3 XTJ H
>
"a tncc kTOTO U
X C4-f o
4 - u
O •a
TO c
TJ roro tnE E
tn TO
TO k. 
X  TO 
■k» X
5  o .
I l
. 5  TJ
11 
I I
c  E
TO cti 
X  TO
Cti
TO
TO
S"EZ
a
2
Q.
! i  
I !
a i  
oTOx
i l
c
TO
C
3
E
Eo
ü
TO
X
h -
2ro
I
o
X
5
E Ero ro
TO TOh- 4 -f
X fcr
4 -f r oro cTOx D.
‘uro tn
4 -fc TJTO * k fS 3
£ Ec ro3 tn
E
E po Xu s< ti
4-f cti
>
X
4-f
C
TO
u
k4-fk
o E ro
$ a i xu
ox
c
">
fk
E £ 2
$ ro ro TOx TO >. J /tn
2
4-f y k
15 E TO E gc
o
ro
o
TO
X
X
4-f
3
E tnTO 5
u
o
tntn
TO
x
$ 2X
Co Eo
tnk
3
4-
o TO X
tn U z un
k X 4 -f oX O ro x
O
TO
X
TO
X £ e •
t  o a  
o .3 un
C x
4 - f
roTO
x  
-  B
C  
TO
111
H- O TO
i l l !  
i l  111
s
c U c -  
a! o  u  <
I
h
èc
3
E
E
u
TO
ii
o
TOaic
2
ro
x
8  8  
u  - °5 g  s
tn
cti
r E E
TO
X
c
3
E
Cti
2
TO
iE
E S
TO
p  . 1
S
C
TO
E
o
ro
c tn
v. to y  
c
ë  ^ 1  =
ro TO N TO„  T3 - >
w u  tn
! i l
Cti TJ TJ
Appendix 3 
Pilot Studies
Pilot Studies
Questionnaire
The questionnaire was piloted to check its user friendliness. 17 new referrals were 
posted the questionnaire and 8(47%) returned the questionnaire. It was possible to 
reach seven of these by telephone. Feedback from this study highlighted (i)problems 
with a main qualitative question which was mainly left blank, (ii)that two people 
required help to complete the form due to a language barrier and depression 
respectively, (iii)that one person was too busy to complete the form and (iv)the 
majority thought it was straightforward and not time-consuming. As a result of this the 
qualitative question was modified to provide options that could be circled.
Information Leaflet
The information leaflet was piloted through an interview with 3 user representatives. 
Their feedback was mainly positive and included: (i) they would have liked to receive 
it before their first contact; (ii)“a little bit of knowledge is power”; (iii) it would help 
the client to ask questions at the assessment; (iv) it was useful to know treatment 
could be short-term; (v) they thought it should be available from the GP; (vi) it was 
clear and easy to understand and (vii) it may not be understood or read by some 
people who were severely ill. Also they raised the point that the part on confidentiality 
lacked clarity and that the reference to information being shared with relevant 
professionals could potentially provoke anxiety.
Furthermore the information leaflet was passed to a group of professionals from a well 
known voluntary organisation. They provided feedback on the use of jargon which as 
far as possible was amended. Also their main concern was the omission of any 
mention of the role of carers. This was considered a valid point but was not 
incorporated into the leaflet due to space restrictions and because it was thought that 
this could be the subject of a completely separate leaflet.
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Appendix 4
Proof thaï findings where presented to the service
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South West London and St. George's Ft /f ffSJ
Mental Health N H 5 Trust
SPRINGFIELD UNIVERSITY HOSPITAL 
61 Glenbiimie Road 
London SW17 7DJ
23 July 2004
Tel: 0208682 6265 
fax: 020 86823256
Dr Catherine Carraretto 
Clinical Tutor 
Department of Psychology 
School of Human Sciences 
University of Surrey 
Guildford 
Surrey GU2 7XH
Dear Catherine
Re: Michelle Peoples—Trainee Clinical Psychologist
1 write to confirm that Michelle Peoples had conducted a service-related project during her 
1st year Adult placement and had subsequently given a presentation of this project to the 
multidisciplinary team members of the Putney CMHT in November 2000. Should you 
require further information, please do not hesitate to contact me.
Yours sincerely,
Dr Akiko Murakami 
Consultant Clinical Psychologist 
Psychology Department
Trust Headquarters: Springfield University Hospital, 61 GJenbumie Road. London 5W17 7DJ
.^nt^r^tèd-heaUlxand-sociaLrate forjoca} people with mental health problems
.. . :   ,  in Kingston. fVterton, Rkhmojid,.^ W andsworth...; . . .
.... ... and. more spedaiist mental health services forp.^ople th.rpu .
Literature Review 
Craving Research in the Addictions
September 2001 
Year 2
Introduction
Craving for alcohol and drugs is an important feature of addiction both in clinical 
practice and in research (Lowman et al 2000). In clinical settings, clinicians and drug 
users report that craving plays a key role in maintaining and preventing recovery from 
addiction. In research it is a contentious issue with much disagreement and debate 
about the function and validity of craving.
Since its inception in models of addiction craving has been assumed to represent the 
underlying basis for addictive behaviour (Drummond 2000). Many theoretical models 
have been used to explain craving giving rise to different conceptualisations of 
craving and according different emphasis to the role of craving in addiction (Lowman 
et al 2000). Early models assigned a central role for craving in ongoing drug use and 
relapse, for example Wikler (1948; cited in Drummond 2001). More recent models 
have not assigned the same central role for craving in ongoing drug use or relapse 
(Tiffany 1990).
Despite the apparent importance of craving in this field and a large body of research 
the concept of craving remains somewhat elusive. Methodological problems in 
research persist and include problems in adequately defining and measuring craving 
(Sayette et al 2000).
This paper reviews six leading theoretical models of drug craving. Supporting 
evidence and methodological weaknesses are discussed for each model. Finally 
consideration is given to more general methodological issues in craving.
Theories of Craving
Two prominent groups of theories in craving research are conditioning theories and 
cognitive theories (Drummond 2000).
Introduction to conditioning theories
These models are based on classical and operant conditioning theory. Classical 
conditioning theory in addiction research describes the association that occurs 
between drug cues and drug effects. At a basic level, drug-related cues (the
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conditioned stimulus, CS) are repeatedly paired with drug taking (the unconditioned 
stimulus, US) which reliably elicits a drug effect (the unconditional response, UR). 
After repeated pairings of the CS and the US, the CS begins to elicit its own response 
(the conditioned response, CR). The nature of the conditioned response differs 
according to the theoretical perspective adopted. Three main conditioned responses 
have been described including a conditioned withdrawal effect, a conditioned drug­
like effect or a conditioned drug-opposing effect (Lowman et al 2000).
Operant conditioning theory in addiction research describes how an individual’s 
experience of drug taking can be determined by the consequences of the behaviour. 
This occurs through a process of positive or negative reinforcement. Drug taking 
behaviour is increased due to the positive reinforcing effects of drugs or it is increased 
due to the negative reinforcing effects of drug withdrawal. The conditioning models 
use the principles of positive and negative reinforcement to explain how withdrawal, 
drug-like or drug-opposite conditioned responses to drug cues motivate drug use 
(Glautier and Remington 1995).
Conditioned withdrawal model
The model, originally formulated by Wikler (1948; cited in Drummond 2001), 
proposes that environmental stimuli that are repeatedly paired with drug withdrawal 
come to elicit conditioned responses that resemble drug withdrawal. This conditioned 
withdrawal response can lead to relapse through a process of negative reinforcement 
as the individual is motivated to use drugs to reduce or avoid unpleasant withdrawal 
symptoms.
Conditioned compensatory response model
Within this model the CRs elicited by drug cues oppose the immediate drug effect. 
Siegel et al (2000) state that cues that are present during drug administration become 
associated with opposing processes that occur in the body to counteract the effects of 
drugs. When these responses, which the authors refer to as compensatory conditioned 
responses (CRRs), occur during drug administration they reduce the overall drug 
effect and lead to tolerance. However when these CRRs occur without drug 
administration they give rise to symptoms of withdrawal and craving. Like
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conditioned withdrawal models this model predicts relapse through a process of 
negative reinforcement to reduce unwanted withdrawal effects.
Conditioned drug-like model
Within this model the CRs elicited by drug cues are assumed to resemble the 
immediate, positive effects of drug taking (Stewart, de Wit & Eikelboom 1984). Drug 
cues are paired with drug taking which gives rise to unconditional positive incentive 
effects. Through pairings, drug cues become conditioned stimuli that elicit drug-like 
effects. These models predict relapse through a process of positive reinforcement to 
achieve this positive affective state.
Evaluation of conditioning models
Glautier and Remington (1995) evaluate the evidence supporting these models. There 
is support for each model, however evidence purported to support one model often 
provides evidence for the other models. For instance groups of opiate addicts rated 
their levels of craving, dysphoria, withdrawal-like symptoms and drug-positive 
symptoms during presentations of drug images, drug paraphernalia and neutral 
images. They rated higher levels of symptoms on all four outcome variables in the 
presence of drug cues (Powell, Gray & Bradley 1993; cited in Glautier & Remington 
1995). Higher levels of dysphoria and withdrawal-like symptoms support a 
conditioned withdrawal model. However higher levels of craving, leading to increased 
likelihood of drug use would be predicted from each of the models. Also higher levels 
of drug-positive symptoms, as well as supporting the conditioned drug-like model, 
also implies that conditioned responses to drug cues are not exclusively negative 
(Glautier and Remington 1995).
In another study volunteers who reported intoxication after consuming non-alcoholic 
beer, that they were told was real, showed decreases in heart rate and skin 
conductance which are the opposite effects of alcohol or alcohol withdrawal (Newlin 
1985; cited in Glautier and Remington 1995). This study provides support for the 
conditioned compensatory model. However this also supports the presence of drug­
like effects which must have been activated to induce the notion of intoxication 
(Glautier & Remington 1995).
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Glautier & Remington (1995) criticise basic conditioning models for oversimplifying 
the form of conditioned responses and the motivational function of drug cues. They 
argue that it is difficult to predict the direction of responses for drug-related cues using 
physiological measures. The relationship between the unconditioned stimulus and the 
unconditioned response is complex with multiple changes occurring in physiological, 
subjective and behavioural response systems, which may give rise to conflicting 
evidence in experimental settings. Also the mode of presentation of the actual 
conditioned stimulus can influence the form of the conditioned response, for instance, 
drug holding produces increases in physiological measures whereas drug consumption 
produces decreases in physiological measures (Glautier, Drummond & Remington 
1992; cited in Glautier and Remington 1995). Additionally studies use different 
measures and different combinations of measures which may have a bearing on 
conflicting evidence. However CRs have been found to have different forms even 
when confining analysis to a single response system (i.e. salivation). The review 
concludes that the evidence does not support any one model but rather that there are 
different forms of conditioned responses (Glautier & Remington 1995). More recently 
the study of conditioned responses elicited by drug cues is referred to as cue reactivity 
regardless of the theoretical model.
Cue-reactivity model
This model was developed in response to the conflicting evidence that exists over the 
relationship between conditioned responses and drug cues in the conditioning models. 
The model proposes that cues that have been associated with drinking or drug taking 
can come to elicit cue-reactivity and that this, in turn can lead to increased motivation 
for drug taking in the presence of the cue alone (Drummond, Tiffany, Glautier and 
Remington 1995). As cue reactivity in response to drug cues has been repeatedly 
observed, the proponents of this model argue that it is not necessary to explain this 
phenomena with recourse to any specific theory to study its effects. Rather than 
restricting the explanation for cue reactivity to conditioning theories, other theoretical 
perspectives, such as social learning theory are considered to be influential in this 
process. This model moves away from efforts to provide evidence to support different 
conditioning theories of drug taking behaviour to examine the usefulness of the cue-
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exposure method itself in investigating the nature of addiction and the development of 
treatments for addiction.
The model predicts that repeated exposure to drug cues in the absence of drug use 
should reduce or extinguish the strength of conditioned responses which may in turn, 
lead to a reduction in further drug taking (Drummond et al 1995). The authors draw 
comparisons between the use of exposure-based treatments in phobic and obsessional 
disorders to emphasise the potential usefulness of this technique as a treatment of 
addictions.
Cue-reactivity occurs across three modalities (Drummond 2000). It can be “symbolic 
expressive” which refers to cravings, expectations and self-efficacy beliefs. It can be 
physiological which might imitate a drug-like response or a drug-withdrawal 
response. Or it can be behavioural which would refer to seeking out drink or drugs and 
consumption. Symbolic expressive reactivity is typically measured by self-report 
questionnaires. Physiological reactivity generally monitors changes in heart rate, skin 
temperature, skin conductance and salivation. Behavioural reactivity has been 
measured by speed of consumption and latency to drinking.
Evaluation of cue-reactivity
Abrams et al (1998) examined cue reactivity in relapsed smokers, ex-smokers and 
non-smokers, matched for demographic characteristics and smoking history. Each 
subject was exposed to a person smoking for three minutes in the testing situation. 
Relapsers had significantly higher levels of anxiety and urges to smoke than the other 
two groups and greater heart rate activity and less effective coping skills than the 
control group. Part 2 of this study examined the relationship between cue reactivity 
and relapse. Smokers taking part in a treatment programme were tested using the same 
exposure technique as before, at pre-treatment and at 6 months post-treatment. Those 
who relapsed were found to have had significantly higher heart rate reactivity and 
reported more anxiety during pre-treatment cue exposure than abstainers. This studied 
showed that smokers exhibited reactivity to smoking cues on physiological, 
behavioural and cognitive measures in comparison to ex-smokers and controls. It also
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showed that increased cue reactivity predicted subsequent relapse in abstinent 
smokers.
Carter and Tiffany (1999) carried out a meta-analysis of 41 cue-reactivity studies 
which compared the impact of drug cues or neutral cues in cigarette smokers, 
alcoholics, cocaine addicts and heroin addicts. They found that drug cues produced 
significant changes in physiological measures. More specifically heart rate was 
significantly increased for all drug groups except heroin, sweat-gland activity was 
significantly increased for all drug groups and skin temperature was significantly 
decreased for heroin and cocaine groups. Cue-specific craving yielded a large effect 
size greater than 1.0 for smokers, cocaine and heroin groups and a medium effect size 
for alcoholics. Overall the findings provide evidence that drug cues significantly 
increase self-reported craving, and these are stronger with smoking, heroin and 
cocaine users than alcohol users. Also a fairly similar pattern of physiological 
reactions for all of these groups occur which involves increased heart rate and sweat 
gland activity and decreased skin temperature.
A recent randomised, controlled clinical trial tested the efficacy of cue exposure 
treatment as an adjunct to cognitive-behavioural and pharmacological treatments for 
smokers who were motivated to quit (Niaura, Abrams, Shadel, Rohsenow, Monti & 
Sirota 1999). Treatment conditions were brief cognitive-behavioural, cognitive- 
behavioural and nicorette gum, cognitive-behavioural and cue exposure and cognitive- 
behavioural and cue exposure and nicorette gum. The main outcome measure was 
abstinence status, which was defined as a 24-hour period for the initial measurement 
and the previous 7 days for all subsequent measures. These measures were taken 
during treatment and then at 1, 3, 6 and 12 months post-treatment and verified 
objectively. In addition subjects completed a self-efficacy questionnaire pre- and post­
treatment rating both their level of confidence and intensity of urges in 19 high-risk 
situations. Also motivation to quit was assessed on a single item pre-treatment. 
Subjects in the exposure condition also rated their self-efficacy to stay quit and 
smoking urge at beginning and end of each treatment session.
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Urges to smoke decreased from the start to the end of treatment and self-efficacy 
ratings increased during this same period for all groups. However there were no 
significant differences in the main outcome measure across all groups at any point in 
the follow-ups. On the basis of this the authors concluded that cue exposure treatment 
may not be a useful treatment for smoking relapse prevention. This cue exposure 
paradigm involved 5 treatment sessions of imaginai exposure along with another 
therapy. The mean urges to smoke during cue exposure tended to be low which may 
have reduced the effectiveness of this technique. It may be the case that different 
results would be obtained if cue exposure treatment was delivered alone, over more 
sessions using more in vivo smoking cues.
Introduction to cognitive theories
The role of cognitive factors in mediating an individual’s response to drug cues was 
identified in early formulations of conditioned drug effects (Ludwig & Wikler 1974; 
cited in Tiffany 1995) Also Drummond et al (1995) recognized the role of cognitive 
factors in their cue reactivity paradigm.
Tiffany (1995) states that generally cognitive models assume that reactivity to drug 
cues occurs through classical conditioning processes. They also assume that cravings 
are subjective states and the main motivational processes responsible for ongoing drug 
use.
Social learning model
Marlatt’s (1985; cited in Tiffany 1995) social learning model is essentially a model of 
relapse which assigns a key role to cue-elicited craving in the precipitation of relapse. 
The models states that drug cues elicit positive-outcome expectancies that provide 
information about and motivation for drug taking. Outcome expectations provide 
information about the positive consequences of using and craving, which refers to a 
desire for these positive consequences and provides the motivation for drug taking. 
Also the model distinguishes between the desire for positive outcomes and urges, the 
latter referring to the behavioural intention to use drugs.
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Furthermore the model describes the role of self-efficacy in influencing whether or not 
drug cues will lead to drug use. Self-efficacy refers to the user’s confidence in 
abstaining in the presence of “high-risk situations”. These efficacy expectations 
interact with the desire for positive consequences such that in the presence of drug 
cues low levels of self-efficacy about resisting drug use and high levels of craving are 
more likely to result in drug use (Tiffany 1995).
Evaluation of the social learning model
Tiffany (1995) evaluates Marlatt’s model and concludes that aspects of the model 
have not been extensively investigated and attempts to do so have not resulted in 
convincing evidence for the role of positive outcome expectancies as mediators of the 
effects of cue reactivity. For instance Powell, Bradley & Gray (1992; cited in Tiffany 
1995) investigated the relationship between cue reactivity and positive outcome 
expectancies in recovering opiate addicts. They assessed expectancies using an opiate- 
benefits scale and a few days later they measured self-reports of craving following 
exposure to opiate cues. They found a moderate correlation between the group’s 
expectancies and craving report.
Tiffany (1995) outlines the problems with this study in supporting the model. First, 
the design employed in this study did not allow for cue-induced changes in 
expectancies to be directly tested as expectancies were measured prior to cue 
manipulation. Second, the authors did not report correlations between the neutral 
condition and craving, thus failing to address the issue of whether the associations 
between craving and expectancies were specific to drug cues. Finally the expectancy 
scales used in this study tended to emphasise anticipation of relief from negative 
affective states rather than anticipation of positive outcome expectations as predicted 
by the model.
The cognitive processing model
This model represents an alternative view of the role of cognitive factors in cue 
reactivity. It does not share the assumption of other cognitive models around 
conceptualising cue-reactivity in terms of classical conditioning but rather suggests 
that physiological responses to drug cues may be activated to deal with the cognitive
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and behavioural demands of a given drug use situation. Also it does not assume that 
craving is the main motivational process responsible for ongoing drug use but rather 
proposes that the cognitive processes that control craving operate independently from 
processes that control the relationship between drug cues and drug use (Tiffany 1995).
Tiffany (1990) proposes that drug use and drug cravings are under the control of 
different cognitive processes. He hypothesises that regular drug use is controlled 
mainly by automatic processes. Like other highly skilled behaviour, drug use becomes 
automatic through repeated practice of the activity and as such develops the 
characteristics of any automatic behaviour. Therefore it is stimulus bound, effortless, 
stereotyped, difficult to control and can be carried out with little or no awareness. 
These characteristics of automatic behaviour resemble attributes of compulsive drug 
use: loss of control, stimulus bound, difficulty regulating drug use and stereotyped 
patterns of use (Tiffany & Carter 1998). Automatized drug use sequences are stored as 
action schemata in memory. Action schemata hold all the information necessary to 
initiate and support drug use. This includes information about drug cues, the actions 
required to engage in a drug act, the energy needed for this task and information about 
the physiological adjustments needed to prepare for drug intake. These drug use action 
schemata are activated by cues that have been previously associated with drug seeking 
and drug use.
Craving, on the other hand, is hypothesised to be controlled mainly by nonautomatic 
cognitive processes. These processes may be activated alongside automatic drug-use 
sequences under two conditions, either to facilitate or block the execution of an 
automatic drug-use sequence. Facilitating drug use may occur, for example, when the 
addict’s usual source of obtaining drugs is not available, thus requiring more 
demanding cognitive processes to overcome this obstacle. Blocking this automatized 
sequence may occur when the addict is attempting to abstain from drug use. This type 
of processing is slow, flexible, dependent on intention, cognitively effortful and 
restricted by limited cognitive capacity. Three broad classes of behaviour are 
indicative of the type of processing involved in craving: verbal responses, overt 
behaviour and somatovisceral responses. Verbal responses might include desires, 
cravings and intentions to use, frustrations and anger or problem solving to overcome
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the problem. Overt behaviours refer to the actions needed to resolve the problem. 
Somatovisceral responses refer to the cognitive effort needed to problem-solve and the 
physical effort needed to carry out the necessary actions.
Evaluation of the cognitive processing model
Some of the specific predictions of this model have yet to be investigated. However 
the models prediction that cravings are controlled by nonautomatic processes has been 
subjected to investigation. Tiffany (1990) suggests that the activation of nonautomatic 
processing could be inferred from interference on cognitively demanding tasks while 
drug craving was activated. Using a dual-task paradigm it would be expected that 
reaction times on a secondary task would increase to the extent that craving-related 
nonautomatic processing had been concurrently activated. As drug use is controlled by 
automatic processes this behaviour would not be expected to impact on cognitively 
demanding tasks.
A number of studies have found evidence for the effects of craving on cognitive 
processing. Smokers who were deprived of smoking for 12 hours, and who were 
exposed to smoking related cues reported an increase in self-reported urge to smoke 
and slower RTs in comparison to when they were allowed to smoke freely (Sayette & 
Hufford 1994). Cepeda-Benito & Tiffany (1996) found that imagery-induced craving 
was shown to disrupt performance on a secondary reaction time task in a group of 
smokers when compared to the effect of neutral-imagery on the same task. Sayette et 
al (1994) found that alcoholic inpatients required more time to respond to a series of 
tones when exposed to alcohol cues than when exposed to a control beverage. Also 
increased RTs were significantly correlated with reported urge to drink. Zwann, 
Stanfield & Madden (2000) similarly found interference on a language comprehension 
task in a group of smokers when exposed to smoking imagery scripts. Interesting this 
study found that the urge effect on cognitive performance dissipated over time. 
Smoker’s performance on the task improved over the trials blocks. The authors proffer 
two possible explanations for these findings: that the observation is due to decay of 
the urge itself or that improvement on the task, with increasing experience eliminates 
the urge effect.
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Methodological problems in the measurement of drug craving
Experimental manipulations of craving-relevant stimuli provides the main 
methodology for studying the nature of craving. Most commonly cravings are 
manipulated using a cue-reactivity paradigm (Drummond et al 1995). Typically 
craving will be measured following exposure to a drug cue using methods such as 
self-report questionnaires, physiological measures and behavioural measures.
Self-report questionnaires
The measurement of craving in the literature is fraught with methodological problems. 
Single-item questionnaires are commonly used in craving research to measure self- 
reported craving. Tiffany et al (2000) points out the problems with reliability and 
validity of using a single-item to measure craving. This includes the possibility of low 
reliability and no way to assess the scale’s reliability. Also the scale is likely to have 
poor content validity unable to grasp variation in the way people describe their 
craving. Finally the multi-dimensional features of craving report could not be 
measured with a single item. Some multi-item craving questionnaires have been 
developed allowing broader, more sensitive and more accurate measures of craving 
(Tiffany & Drobes 1991).
Common problems with any self-report questionnaire that can affect the validity of the 
scale are differences in conceptualising craving, difficulty assessing internal states and 
the impact of irrelevant factors such as memory biases, misattributions and social 
desirability (Sayette et al 2000). An additional problem with self-report measures in 
craving research occurs when participants are asked to rate craving over brief or long 
time periods as this method assumes that craving is a relatively stable phenomena 
(Sayette et al 2000). However, ecological based research has shown that craving 
fluctuates over the course of a day in the real environment (Shiftman et al 1996).
Physiological measures
Sayette et al (2000) notes a number of criticisms that have been levied against the use 
of physiological measures. One of these refers to the idea that physiological responses 
may be stimulated to cope with or prepare for the situation and have nothing to do 
with motivations to use the drug, as suggested by the cognitive processing model.
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Another criticism refers to uncertainty about what physiological responses are 
indicative of craving and a lack of theoretical driven predictions for expected 
physiological changes.
Behavioural measures
This is the least studied area of cue reactivity research. Connections between cue 
exposure and alcohol and drug use have not been studied extensively and generally 
this behaviour is inferred from reports of craving and physiological measures 
(Drummond 2000).
Correlation studies
The view that craving is responsible for ongoing drug use and leads to relapse is 
widely held in the literature. However evidence for this view is supported by 
correlational findings. Tiffany & Carter (1998) argue that although these findings 
point to a general correspondence between craving reports and drug use the data are 
limited in demonstrating causal links between craving and drug use. As such they do 
not provide strong evidence for the widely held belief that craving produces 
compulsive drug use. Also correlational studies have only yielded modest results. For 
instance, a review of six laboratory-based studies examining the association between 
self-report craving and drug use behaviour found that they were only weakly 
correlated, accounting for approximately sixteen percent of the variance between these 
variables (Tiffany 1990). Undoubtedly part of the reason for poor correlations 
between self-reported urges and drug use may be due to limitations in the methods 
used to measure craving (Tiffany & Carter 1998).
Conclusions
The assumption that craving is responsible for ongoing drug use and an important 
factor in relapse is deeply entrenched in scientific conceptualisations of addiction 
(Tiffany 1990). However such a proposition is not convincingly supported by 
empirical evidence (Tiffany & Carter 1999). To some extent this may be accounted 
for by limitations in the psychometric properties of the methods used to measure 
cravings (Sayette et al 2000). More recently this issue has been addressed and there 
now exists multi-item craving scales for the assessment of drug and alcohol craving.
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Such scales offer more sophisticated methods for studying the concept of craving and 
related phenomena and Sayette et al (2000) provide researchers with information on 
the type of assessments that should be used with particular experimental designs.
Theoretical developments in craving research have lead to the integration of 
conditioning and cognitive models (Drummond et al 1995) and also to innovative 
conceptualisations of craving (Tiffany 1990). Cue reactivity offers a promising 
method for examining the conditions under which cravings occur and for studying the 
antecedents of relapse. The cognitive processing model offers promising new methods 
from the field of cognitive science to explore the hypothesised automatized nature of 
drug use. Both theories have the potential to advance our understanding of addictive 
behaviour and to contribute to the development of treatment approaches.
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Abstract
Craving is an important feature of models of addiction. However a lack of empirical 
support for a relationship between craving and relapse has triggered much controversy 
and debate within the field of addiction about the function and utility of craving. Aim 
and objectives: The present study aimed to test two competing models of craving: 
craving as an unconditional response to alcohol cessation (i.e. withdrawal craving) 
and craving as a conditioned response to alcohol cues (i.e. cue-elicited craving). The 
main objectives were to explore how each type of craving varied over time and to 
evaluate the relationship between craving and a behavioural indicator of intention to 
drink. Design: The study used a within-subjects repeated-measures design to obtain 
serial measures of withdrawal and cue-elicited craving. Repeated measures of craving 
in the absence of cues were obtained to represent withdrawal craving. Craving was 
also manipulated in a cue exposure experiment in which all participants were exposed 
to the sight and smell of an alcohol cue and a neutral cue to obtain repeated measures 
of cue-elicited craving. Setting: The research was based at the National Inpatient 
Alcohol Addiction Unit at Springfield Hospital in South London. Participants: 34 
patients undergoing detoxification treatment for alcohol dependency volunteered to 
participate in the study. Measurements: Withdrawal craving was measured on Day 3, 
Day 4 and Day 12 of participant’s hospital admission. Cue-elicited craving, skin 
conductance and a behavioural measure of intention to drink were monitored during 
cue exposure trials conducted on Day 4 and Day 12. Findings: Withdrawal craving 
attenuated with the passage of time, whereas time by itself, did not impact on cue- 
elicited craving. Only cue-elicited craving was significantly related to a behavioural 
measure of intention to drink. Conclusions: Viewing craving as occurring under two 
conditions may provide a useful distinction between craving that has no predictive 
value particularly once the withdrawal phase has ended and cue-elicited craving with 
predictive value in relapse.
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1. Introduction
1.1 D efin ition  o f  craving
“Craving lies at the heart of addiction” (West 1987 p. 39). Despite this, the concept of 
craving eludes precise definition. It is a term that is typically thought of as a strong 
desire, although multiple, alternative definitions exist within the literature (Kozlowski 
& Wilkinson 1987). Among the many definitions, craving has been described as a 
need, an urge, and a preoccupation with thinking about a substance or in terms of 
actions taken to fulfil the desire to use a substance (West 1987). The varying 
definitions of craving reflect qualitatively distinct states. A biological need reflects a 
physiological state; an urge, desire or preoccupation reflects a subjective state and 
actions taken to obtain a substance reflect a behavioural state. Not only are there 
unresolved qualitative issues, there are quantitative issues surrounding the definition 
of craving. Some investigators have called for the term craving to be used only to refer 
to “strong desires” to take drugs (Kozlowski & Wilkinson 1987). Although this may 
add clarity to the use of the term craving, it leaves the problem of how the strength of 
a desire is to be determined (West 1987).
A further problem for definitions of craving revolves around the duration of a craving 
experience (Sayette, Shiftman, Tiffany, Niaura, Martin & Shadel 2000). Some 
investigators regard craving as a relatively stable phenomena, while others regard it as 
a phenomena that changes from moment to moment. Obviously this is a problem that 
has significant implications for the measurement of craving. Measures that are taken 
to represent a long time period may lack the precision to detect significant fluctuations 
in craving. Craving has been successfully manipulated in laboratory-based 
experiments demonstrating that craving fluctuates under certain conditions (e.g. 
Glautier, Drummond & Remington 1992). Furthermore, ecological based research has 
shown that craving fluctuates over the course of a day in the drinker’s natural 
environment (Shiftman et al. 1996).
More elaborated definitions of craving have been proposed. Ludwig & Stark (1974) 
have defined craving as a cognitive label that patients apply to an internally or 
externally induced dysphoric state, and that they then use as a reason to resume
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drinking. Marlatt & Gordon (1985), on the other hand, define craving as “a subjective 
state that is mediated by the incentive properties of positive outcome expectancies” 
(p. 138). These definitions of craving are more accurately considered models of 
craving as they attempt to define craving by offering an explanation for its role in 
addiction. This practice of defining craving using psychological concepts such as 
conditioning or expectancy has been criticised for undermining the utility and validity 
of the concept of craving. Hughes (1987) argues that the variety of meanings that are 
associated with the construct of craving precludes its utility. Kozlowski & Wilkinson 
(1987) argue that researchers have made understanding what is meant by the term 
craving, problematic by applying various “technical” definitions, based on specific 
hypotheses. They note that within major models of addiction, craving has been used to 
represent all dispositions to drink, loss of control, relapse, withdrawal symptoms and 
physical dependence. The authors believe that the term craving should only be used in 
a descriptive way to indicate what the word more commonly implies -  a strong desire 
or urge to use a substance.
1.2 Theories o f  craving
The nature of drug craving and its role in the addictive process is one of the most 
contentious issues currently in the field of addiction research (e.g. Tiffany, Carter & 
Singleton 2000). A growth of research in the past two decades has tackled issues 
surrounding the definition, (e.g. (Kozlowski & Wilkinson 1987), assessment, (e.g. 
Sayette et al. 2000), manipulation, (Drummond 2000), and theoretical formulation of 
craving, (e.g. Tiffany 1990; Lowman, Hunt, Litten & Drummond 2000; Drummond 
2001). Despite these research efforts, opinion remains divided on whether craving is 
“a key substrate of addiction” or “ a redundant epiphenomenon, neither necessary nor 
sufficient to precipitate relapse” (Drummond, Litten, Lowman & Hunt 2000, p. 248). 
Such disparate views are evident in the role attributed to craving within major 
theoretical formulations of addiction. At one end of the extreme is the disease model 
of addiction which views craving as the causal pathway to relapse. The other end of 
the extreme could be most aptly characterized by Tiffany’s cognitive processing 
model, which suggests that craving is not necessary for drinking or relapse to occur. A 
major factor contributing to such disparate views is the failure to find a consistently 
strong relationship between craving and relapse leading some researchers to conclude
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that the concept of craving has little or no clinical utility (e.g. Tiffany 1990). Possible 
explanations for a lack of empirical support for this relationship will be discussed later 
in the introduction after an overview of some of the major models of relapse are 
presented.
1.2.1 Disease model of addiction
The idea that alcoholism is a disease can be traced back to the early nineteenth century 
writings of Rush in America and Trotter in Britain (Gross 2001). These writers 
attributed alcoholism to a biological defect or dysfunction, much like other biological 
disorders, such as diabetes. This view was adopted by the group Alcoholics 
Anonymous, founded in 1935, who believed some alcoholics possess a physiological 
susceptibility to alcohol, such that a single drink could trigger an insatiable desire for 
more leading to an inevitable loss of control.
A more contemporary version of this model is widely attributed to the work of 
Jellinek. Jellinek (1960) argued that certain “species” of alcoholic can not control their 
drinking due to the influence of physiological factors that occur in the body as a result 
of prolonged excessive drinking. These physiological factors are commonly identified 
as signs of physical dependence on alcohol and Jellinek identified them as changes in 
cell metabolism, increased tissue tolerance and withdrawal symptoms. Jellinek’s 
disease model of alcoholism assumes that these underlying physiological changes 
bring about a physical craving for alcohol in the alcoholic, as well as loss of control or 
inability to abstain. Therefore within this model, craving was viewed as the key 
symptom characterising alcohol as a disease.
The disease model of alcoholism has been a highly influential theory of alcoholism for 
much of the 20th century. It was endorsed by the American Medical Association who 
officially declared alcoholism a disease in 1956 and it was later accepted by the World 
Health Organisation (Gross 2001). It has been accepted by recovering alcoholics, 
particularly those associated with Alcoholics Anonymous and it continues to be the 
dominant view underlying psychiatric treatment programmes (Gross 2001) as well as 
the impetus for the development of drug treatments. The model is attractive insofar as 
it helps remove the negative moral stigma associated with drinking problems and
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encourages alcoholics to seek medical treatment for their disorder. However the basic 
tenet of this model that craving causes ongoing drinking and relapse is not supported 
within the literature. For example, there is evidence that craving can occur in the 
absence of physical withdrawal (Kassel & Shiftman, 1992; cited in Sayette et al. 
2000). Also craving does not always lead to relapse as abstinent alcoholics report 
experiencing craving but still manage to maintain their abstinence (Tiffany 1990). 
Furthermore addicts rarely invoke craving as the reason for their relapse episodes (e.g. 
Marlatt & Gordon 1985).
1.2.2 Conditioning models
Rather than the simplistic connection between dependency, craving and relapse 
implied by the disease model, conditioning models emphasise the important role of 
environmental cues in addiction. Classical conditioning is considered the fundamental 
learning process underlying the relationship between craving and drug relevant cues 
and it is thought to play a significant role in the development of motivation to use 
drugs. In conditioning models, either alcohol ingestion or withdrawal from alcohol, 
are thought to serve as the unconditional stimulus (US) and environmental cues that 
have become associated with alcohol consumption serve as conditioned stimuli (CS). 
Three competing accounts of the nature of the conditioned response have been 
described. A conditioned withdrawal model of craving suggests that environmental 
stimuli repeatedly paired with withdrawal-like states (i.e. the UR) can eventually elicit 
withdrawal-like conditioned responses, when encountered in the natural environment 
(Wikler 1948; cited in Sherman, Jorenby & Baker 1988). Therefore exposure to 
alcohol cues would produce the same responses elicited by alcohol withdrawal. As a 
symptom of alcohol withdrawal, craving is produced as part of unconditioned alcohol 
withdrawal effects and eventually by alcohol cues paired with these effects 
(Drummond, Cooper & Glautier 1990). In contrast, Siegel (1975) argued that craving 
was a conditioned compensatory response to drug effects. According to the model, 
environmental stimuli that are present during drug administration become associated 
with opposing processes that occur in the body to counteract the effects of drugs. The 
conditioned responses, experienced as craving, oppose the immediate drug effect. This 
has the effect of attenuating the drugs appetitive effects, a process that leads to the 
development of drug tolerance when alcohol is consumed. However in the abstaining
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alcoholic, drug cues that elicit compensatory responses produce aversive withdrawal 
states, including craving. Thus, both within conditioned withdrawal and conditioned 
compensatory models, craving is associated with a negative physical or emotional 
state, and one’s craving to drink is motivated by a desire to alleviate these unpleasant 
symptoms. Conditioning models have also emphasised the positive reinforcing effects 
of drugs. A conditioned incentive model argues that drug cues come to elicit a positive 
emotional state resembling the actual effects of the drug (Stewart, de Wit & 
Eikelboom 1984) and it is these effects that provide strong motivation for repeated 
episodes of drinking. Thus, through conditioning, drug cues provide an incentive, 
which is experienced as craving, to take more of the drug.
In summary then, conditioning models argue that alcohol cues associated with the 
unconditional properties of alcohol consumption or withdrawal will trigger 
conditioned responses. Implicit within the models is the assumption that craving arises 
from the cognitive labelling of these physiological or affective states. In a review of 
basic conditioning models Glautier & Remington (1995) conclude that evidence from 
conditioning studies does not support any one model but rather indicates simply that 
there are different forms of conditioned responses. As a result, conditioned responses 
and the role that these effects play in the process of addiction is now more commonly 
studied with reference to the more general cue-reactivity model (Drummond, Tiffany, 
Glautier and Remington 1995).
The model proposes that cues that have been associated with drinking or drug taking 
can come to elicit cue-reactivity and that this, in turn can lead to increased motivation 
for drug taking in the presence of the cue alone (Drummond, Tiffany, Glautier and 
Remington 1995). As cue reactivity in response to drug cues has been repeatedly 
observed, the proponents of this model argue that it is not necessary to explain this 
phenomena with recourse to any specific theory, to study its effects. Rather than 
restricting the explanation for cue reactivity to conditioning theories, other theoretical 
perspectives, such as social learning theory are considered to be influential in this 
process. This model moves away from efforts to provide evidence to support different 
conditioning theories of drug taking behaviour to provide an important approach to an
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experimental analysis of craving and other cue-elicited responses and their role in 
drug-seeking and relapse.
1.2.3 Cue-reactivity model
Cue-reactivity can be cognitive, physiological or behavioural (Drummond et al. 1995), 
as shown in figure 1. Within the model, physiological or subjective craving responses 
to drug cues are not assumed to mediate drug seeking or relapse to drug taking. 
Rather, behavioural responses to cues may occur independently of the other reactions 
to cues. Thus the cue-reactivity paradigm provides a means to study the relationships 
that exist between craving and other cue-elicited phenomena as well as providing a 
means to study the conditions under which craving may be related to drug seeking and 
relapse (Drummond 2001).
Cognitive-symbolic
(e.g. subjective craving, expectancies)
Cue ------- ► Cue-reactivity 'x~ --------► Physiological
x . (e.g. sweating, salivation)
Behavioural
(e.g. drug-seeking, drug taking)
Figure 1 : A model of relapse in addictive behaviour. From Drummond (2000)
Physiological reactivity is hypothesised to imitate drug-like or drug-withdrawal 
responses and is typically measured by changes in heart rate, skin temperature, skin 
conductance and salivation. Cognitive reactivity refers to craving, drug-related 
expectations and self-efficacy beliefs and is typically measured by self-report 
questionnaires. Behavioural reactivity refers to seeking out drink and consumption 
and has been measured by speed of consumption and latency to drinking (Drummond 
et al. 2000).
Numerous studies have examined the reactions of individuals to drug and alcohol cues 
(e.g. see Carter and Tiffany 1999 for a review). These studies have tended to focus on 
physiological measures and self-reports of craving and provide convincing evidence 
that cue exposure produces significant changes in a host of physiological measures
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(e.g. skin conductance) and significant increases in self-reported craving. Fewer 
studies have examined the impact of cue-exposure on behavioural measures and on 
other cognitions such as expectancies and efficacy beliefs.
However, it has been reported that a substantial number of participants in some studies 
show no reactivity to alcohol cues. For instance, Monti et al. (1993) found that 
subjective urge to drink was not increased in just under a third of alcoholics and 
physiological reactivity was not increased in just over a third of alcoholics who were 
exposed to the sight of alcohol. Similarly, Rohsenow et al. (1992) found that 
subjective urge to drink was not increased in one-third of participating alcoholics, 
while Litt et al. (1990) found that almost half of the alcoholics participating in their 
study showed no reactivity to alcohol cues. These studies suggest that cues do not 
always reliably elicit cue-reactivity.
Certain contextual factors may influence cue-reactivity. Firstly, some types of cue 
may be more reliable at eliciting reactivity than others. Theoretically, cues that are 
more closely associated with alcohol consumption are likely to have greater salience 
than those with less association (Drummond 2000). External cues, such as the sight 
and smell of alcohol are the most common although internal cues, such as moods and 
priming doses of alcohol have also been studied (Drummond 2000). Secondly, in vivo 
cues tend to have greater salience than imaginai cues. For example, different formats 
for cue presentation may contribute to different expectancies. Participation in a cue 
exposure study that is using an imagery cue is likely to generate lower expectations 
that consumption of alcohol is a possibility, than a study using real cues (Glautier & 
Remington 1995). However more recently there is evidence to suggest that these are 
similarly effective in eliciting cue reactivity. Weinstein et al. (1998) used imagery 
scripts, memories of craving for alcohol and in vivo exposure to alcohol cues in their 
study. They found that the three different inductive methods were equally effective in 
eliciting significant increases in subjective urge ratings and modest increases in 
physiological reactivity in 14 alcohol dependent individuals one month into abstinence 
from alcohol. Thirdly, it has been argued that the salience of cue reactivity is 
compromised when the subject is aware that there will be no alcohol to consume 
(Meyer 2000). Increased autonomic arousal and craving were found only in subjects
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given a priming dose of alcohol and then exposed to more available alcohol (Laberg & 
Ellertsen 1987). Also merely informing participants that they could drink the alcohol 
proved a reliable way of eliciting cravings in the laboratory (Laberg 1990). This has 
led to a recommendation that alcohol is made available in these studies to find more 
reliable cue-reactivity (Meyer 2000).
In addition to the influence of contextual factors are individual factors that may 
account for individual variation in response to cues (Rees & Heather 1995). For 
instance conditioning models predict that severity of alcohol dependence will 
influence an individual’s level of cue-reactivity. Severely dependent drinkers will 
have consumed more alcohol and will have had more pairings of drug cues with 
drinking effects than less dependent or non-problematic drinkers. Individual 
differences in the severity of alcohol dependence have been found to affect the 
magnitude of physiological and subjective cue-elicited craving (Glautier & 
Drummond 1994). However failures to differentiate between dependent and non­
dependent drinkers’ level of reactivity to cues have been reported (Abrams et al. 1991; 
Cooney, Gillespie, Baker & Kaplan 1987).
Self-efficacy and positive outcome expectancies play a key role in a cognitive- 
behavioural model of relapse in addiction (Marlatt & Gordon 1985). These factors are 
thought to influence the extent to which the presence of alcohol cues will lead to 
alcohol use. The influence of these specific cognitive factors will be discussed later in 
the introduction. Finally negative affect is thought to influence cue reactivity as it has 
been observed to be the most frequent precipitating factor in relapse (Marlatt & 
Gordon 1985). Using hypnotic suggestion, Litt et al. (1990) induced negative or 
neutral mood states in a group of inpatient dependent drinkers. The group were then 
exposed to the sight and smell of either their preferred alcoholic drink or a non­
alcoholic drink. The subjects reported increased desire for alcohol, in the presence of 
alcohol cues only during induction of the negative mood state, although in some cases 
negative mood state, by itself was sufficient to evoke desire for alcohol. Also 
relatively low levels of depressed affect occurring naturally in a mixed group of light 
and heavy drinkers enhanced desire for alcohol in response to an in vivo alcohol cue
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but not to a neutral cue (Greeley et al. 1992). There has been little evidence of an 
association between mood states and physiological reactivity (Rees & Heather 1995).
1.2.4 Social learning theory
Marlatt & Gordon (1985) present a theory of relapse and relapse prevention based on 
the principles of social-learning theory. The model emphasises the role of cognitive 
and behavioural factors in the process of relapse to baseline levels of drinking or drug 
addiction. Central to this theory is the role of high-risk situations in precipitating a 
lapse and the role of the individual’s cognitive and affective reactions to the lapse, in 
determining whether or not it turns into a full-blown relapse. General lifestyle factors 
are also thought to contribute to the individual’s overall vulnerability to the impact of 
high-risk situations.
A high-risk situation (HRS) is defined as any situation that represents a threat to an 
individual’s self-efficacy or confidence in maintaining abstinence from alcohol. The 
model assumes that instigating abstinence provides an individual with a sense of 
perceived control (i.e. self-efficacy) over the problem behaviour. If a HRS is 
encountered and the individual is able to deal with it effectively, this sense of 
perceived control is strengthened and leaves the person more confident to face the 
next potential HRS. However, if the individual is not equipped to deal with the HRS, 
self-efficacy is decreased, as are the individual’s expectations that they will be able to 
cope with future high-risk situations. In the face of decreased belief in one’s ability to 
cope, it is assumed that the individual’s thoughts may turn to positive outcome 
expectancies about the effects of the substance itself. The combination of a lack of 
effective coping skills and the lure of positive outcome expectancies for the effects of 
alcohol increases the probability of a lapse.
Within this model, craving is viewed as a potential HRS and it is linked to the 
development of positive outcome expectancies, which in turn feed into an increased 
risk for relapse. Marlatt (1985) distinguishes between cravings, which he defines as 
the anticipated desire for the positive effects of a substance, and urges, which he 
defines as the intention to use a substance. As only one of a number of high-risk 
situations, cravings and urges are assumed to occur as a product of both conditioning
165
and cognitive processes (e.g. outcome expectations) and have the potential to trigger 
alcohol use. Other, more common high-risk situations have been identified as 
“negative emotional states”, “interpersonal conflict” and social pressure” (Cummings, 
Gordon & Marlatt 1980). However, Drummond et al. (1995) have shown that even 
these more common high-risk situations are themselves cues with the potential to 
trigger craving and argue that any high-risk social situation is likely to contain a wide 
range of cues from which it would be difficult to identify which single factor was 
responsible for relapse.
Also within the model, cravings and urges can serve to enhance positive outcome 
expectancies about drinking, thereby undermining an individual’s ability to cope in 
other high-risk situations. In this instance, craving is assumed to occur in response to 
an imbalance in a person’s daily lifestyle. Thus a lifestyle that is dominated by 
external demanding activities can lead to a desire to indulge in more pleasurable 
activities, for example excessive drinking, in an attempt to restore balance. However 
Marlatt argues that substance use is not always an inevitable response to cravings and 
urges, as access to the substance may be obstructed by situational constraints. 
Therefore, within Marlatt’s relapse prevention model, craving plays a motivational 
role in the relapse process, enhancing positive expectancies about drinking and 
contributing to the individual’s overall vulnerability to cope with high-risk situations.
Niaura (2000) reviews how craving is conceptualised within social learning theories 
of addiction. He concludes that research examining the various elements of a social 
learning perspective of craving supports an inverse relationship between efficacy and 
craving as predicted by the model. There is also evidence to support an association 
between affect and craving. However, as yet, there is little evidence to support a 
relationship between outcome expectations and craving or between coping skills and 
craving.
An example of one such study is Cooney, Gillespie, Baker & Kaplan (1987) that 
examined the cognitive reactions of a group of alcoholic inpatients and a group of 
non-alcoholics, within a cue-reactivity paradigm. Among the measures included by 
the authors were three cognitive measures that are of particular interest to this
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discussion. These are desire to drink, assessed by a single item on a 5-point likert 
scale, outcome expectations, assessed by 2 items on 5-point scales (e.g. would you 
find the immediate effects of an alcoholic drink pleasant) and efficacy expectations, 
assessed by a single item on a 5-point scale (i.e. how confident are you that you will 
be able to resist the urge to drink if you are in the presence of alcohol outside the 
hospital). The authors reported that alcoholics had significantly increased desire to 
drink and significantly increased positive outcome expectations in response to the 
alcohol cue in comparison to the neutral cue. Alcoholics were also found to have 
decreased confidence in their ability to resist future drinking following alcohol cue 
exposure. The authors interpreted these findings as evidence for the assumption that 
an individual who perceives a threat to personal control is prone to think about the 
immediate positive effects of drinking.
Interestingly, in this study, the non-alcoholic group had significantly more craving and 
greater outcome expectations than the alcoholic group. Indeed, figures showing the 
mean responses for each variable revealed a low level of craving (mean = 2.5) and a 
low level of positive outcome expectations (mean = 3) in the alcoholic group. Also 
craving did not increase for over a third of alcoholics. The authors suggest that the 
unavailability of alcohol for the alcoholic inpatient group or demand characteristics 
such as reporting craving while in treatment, recent unpleasant pre-treatment 
experiences with alcohol or current treatment counselling on the harmful effects of 
alcohol, may have contributed to these unexpected findings. Any one of these factors 
may have the potential to mask the true magnitude of cue reactivity.
1.3 C raving an d  relapse
Each of the models outlined assume a relationship between craving and relapse. A 
lack of empirical evidence for a causal explanation has led to a loss of confidence in 
the disease model of addiction (Tiffany 1990). Cue-reactivity and social learning 
models do not assume a causal relationship, but imply that there is likely to be an 
important relationship between the two variables. The social learning model outlines 
the conditions under which we might expect craving and relapse to be related. The 
cue-reactivity model provides a flexible method to investigate the conditions under 
which these two variables are linked and is sufficiently pan-theoretical to test for the
167
contingencies that may exist between these variables and other behaviours that may 
influence drinking behaviour with respect to different theoretical perspectives.
Studies investigating cue-reactivity have tended to focus on subjective measures of 
craving and their physiological correlates. These reactions to alcohol cues are 
predicted to be associated with an increase risk of relapse. Relatively little research 
has investigated the behavioural correlates of craving (i.e. drug-seeking, drug-taking) 
(Drummond, Cooper & Glautier 1990).
Rohsenow et al. (1994) examined the relationship between cue-reactivity and a return 
to drinking and found that greater salivary reactivity predicted greater frequency of 
drinking during a 3-month follow-up, but urge to drink, measured using a single item 
10-point likert-type scale, did not. The latter finding may be attributable to the method 
used to measure craving. The practice of using single item scales to measure urge to 
drink has been criticised more recently (Sayette et al. 2000). Interestingly, the authors 
also found that awareness of one’s physical reactions to the alcohol stimuli and the 
amount of attention paid to the alcohol stimuli during exposure, were also important 
predictors of drinking behaviour. Both of these variables predicted less drinking, 
indicating that greater awareness of the risk of drinking, as opposed to avoidance or 
denial of this risk, appears to offer more protection from relapse to drinking. These 
factors may prove to be important mediators between reactivity to cues and relapse.
A more recent study by Litt, Cooney & Morse (2000) examined the relationship 
between craving, measured both in the laboratory and in the field, and drinking 
behaviour in a group of 26 dependent alcoholics. Physiological and subjective craving 
were recorded in response to in-vivo and imagery cues in the laboratory experiment. 
Subjective craving was recorded up to 8 times a day for 21 days, in the subject’s 
natural environment, with the aid of a hand-held computer that provided prompts at 
random intervals. In both settings, subjective craving was measured using a single­
item 11-point scale, ranging from not at all to extremely. Drinking variables were 
defined as overall frequency of drinking days or the frequency of heavy drinking days 
(i.e. 6 drinks or more) during follow-up. The analyses found a significant relationship 
between cue-elicited craving and frequency of drinking days and between cue-elicited
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craving and field craving, accounting for 8 -1 0  per cent of the variance between each 
set of variables respectively. In contrast to the weaker findings for laboratory cue- 
reactivity, craving responses in the natural environment were strongly correlated with 
the follow-up drinking measures. This would suggest that proximal measurements of 
craving are more predictive of drinking behaviour. Participants identified both 
external and internal cues as triggers for episodes of craving in the field, however they 
were unable to pinpoint a trigger for approximately one-third of these craving 
responses. Also in the study, no association was found between cue-elicited craving 
and frequency of heavy drinking days or between cue-elicited salivation and any 
follow-up craving or drinking variables. Finally the authors note that overall, many 
participants reported little or no craving, with the average urge to drink for all 
subjects, on all occasions being calculated as 0.27 ((SD = 1.22).
Efficacy expectations are another example of responses that are not routinely 
measured within a cue-reactivity paradigm. Studies that have included a measure of 
efficacy have tended to show significant associations between high self-efficacy and 
length of abstinence (e.g. Vielva & Iraurgi 2001). It may well be that self-efficacy is 
an important variable that mediates subjective and behavioural responses to cues.
These studies offer some evidence for a link between craving and relapse. They also 
suggest that the relationship between craving and relapse is likely to be complex. 
Failure to find more robust evidence for a link between these variables have led to 
much debate over the usefulness of the current status of craving in the process of 
relapse (Tiffany 1990; Tiffany & Carter 1998).
1.4 Why has research fa ile d  to f in d  a relationship between craving a n d  relapse?
At least three hypotheses have been put forward to explain the lack of empirical 
support for a relationship between craving and drug use (Tiffany 1990, Sayette et al. 
2000, Drummond 2000). First, it has been suggested that craving is neither a 
necessary nor a sufficient determinant of drug taking (Tiffany 1990). The cognitive 
processing model (Tiffany 1990/ does not assume that craving is the main 
motivational process responsible for ongoing drug use but rather proposes that the
1 See Literature Review for a more detailed discussion o f  Tiffany’s cognitive processing model.
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cognitive processes that control craving operate independently from processes that 
control the relationship between drug cues and drug use.
Second, limitations in the methods used to measure craving may be contributing to the 
difficulty in finding a strong relationship between craving and relapse (Sayette et al. 
2000). Single-item questionnaires are commonly used in craving research to measure 
self-reported craving. Tiffany et al. (2000) point out the problems with reliability and 
validity of using a single-item to measure craving. This includes the possibility of low 
reliability and no way to assess the scale’s reliability. Also the scale is likely to have 
poor content validity unable to grasp variation in the way people describe their 
craving.
Third, the inconsistency in finding a strong relationship between craving and relapse 
may be explained by differences in the type of cravings that occur following alcohol 
cessation. Drummond (2000) distinguishes between two potential sources of craving 
which he labels “withdrawal” craving and “cue-elicited” craving. Among the 
differences that are hypothesised to distinguish withdrawal from cue-elicited craving 
is its ability to predict relapse. If this is the case then studies that measure only 
withdrawal craving are more likely to fail to find a relationship between craving and 
relapse, which may well be obscuring the importance of craving in relapse research.
These three hypotheses offer potential explanations for the inconsistency in finding 
support for a relationship between craving and relapse. The tools needed to measure 
the cognitive processes hypothesised to be at work in Tiffany’s cognitive processing 
model have yet to be developed and tested on alcoholics (Lowman et al. 2000). 
Improvements are being made to the instruments used to measure craving and more 
recently some multi-item craving questionnaires have been developed allowing 
broader, more sensitive and more accurate measures of craving (Tiffany & Drobes 
1991; Bohn et al. 1995). Finally, more precision in defining the concept of craving 
may enhance its predictive validity as well as further elucidating the nature and course 
of craving in alcohol consumption.
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1.5 The rationale f o r  th is study
Drummond (2000) has drawn our attention to an important distinction between 
craving elicited by the process of alcohol withdrawal and craving elicited by alcohol- 
related stimuli. Such a distinction was first alluded to by Isbell (1955; cited in 
Lowman et al. 2000), who described “physical craving” as occurring during the 
alcohol withdrawal phase and “symbolic craving” as occurring during ongoing 
abstinence from alcohol. More recently Beck et al. (1993) has included response to 
withdrawal symptoms and conditioned response to drug cues among his description of 
4 main types of craving. Despite this no research has explicitly explored the 
relationships between withdrawal and cue-elicited craving or assessed the differential 
impact of the different sources of craving on relapse. As such, an opportunity to more 
fully explicate the role of craving and relapse may be being missed. Theoretically this 
is an important distinction to make but little attention is made to this issue in relapse 
research. The disease model, which is still very influential, advocates a physical 
craving for alcohol while the other models clearly refer to craving elicited by cues.
According to Drummond (2000), withdrawal craving is said to occur as a feature of 
alcohol withdrawal and thus is likely to represent an unconditioned response to 
alcohol cessation. Like other symptoms of alcohol withdrawal, withdrawal craving is 
thought to reach a peak shortly following cessation of alcohol use and then gradually 
decay over time. This type of craving can last for weeks or months depending on the 
degree of alcohol dependence. Cue-elicited craving, on the other hand, is a 
conditioned response to alcohol related cues and occurs only in the presence of 
alcohol cues. It has a different time course from withdrawal craving which is present 
continuously, albeit at varying levels, during alcohol withdrawal. Cue-elicited craving 
will be short-lived, lasting minutes or hours at the most in response to a specific cue.
Cue-elicited craving and withdrawal craving are likely to be related, in so far as, 
alcohol cues encountered during the withdrawal phase will offset higher levels of 
craving that will be proportional to the background levels of withdrawal craving 
(Drummond 2000). However if withdrawal craving and cue-elicited craving are 
indeed different concepts as is being proposed, then they will have to be shown to be 
distinct in some way.
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It has been argued that cue-elicited craving is more likely to influence or predict 
relapse as it is more likely to occur in close proximity to alcohol-related cues, 
including alcoholic drinks, which provide the opportunity for relapse. Withdrawal 
craving, on the other hand, is likely to have limited predictive value in relapse 
particularly once the alcohol withdrawal phase has abated. If only cue-elicited craving 
could be shown to correlate with measures of relapse this would provide evidence that 
cue-elicited and withdrawal craving are different concepts, which would prove an 
important distinction for future craving research and may highlight the need for 
treatment programmes to address individual’s reactivity to alcohol cues.
1.6 The p resen t study
The present study aims to explore two competing models of craving: withdrawal 
craving which is hypothesised to be an unconditional response to alcohol cessation 
and cue-elicited craving which is hypothesised to be a conditioned response to alcohol 
cues. The study employed a within-subjects repeated-measures design to obtain 
repeated measures of withdrawal and cue-elicited craving in a group of alcoholics who 
were undergoing inpatient detoxification from alcohol. Initially craving was measured 
on day 3 in the absence of alcohol cues to provide a measure of unconditional 
withdrawal craving. This was repeated on day 4 and day 12 of the participant’s 
hospital admission. Craving was also manipulated in a cue exposure experiment on 
two occasions, on day 4 and at the end of the subjects’ detoxification period, which 
was on average day 12. This provided a measure of conditioned cue-elicited craving. 
Repeated measures of craving were used to explore how craving varies over time and 
to assess whether the different types of craving are interrelated
Finally it was not possible to follow up participants to relapse in this study. Therefore 
in order to distinguish between the two types of craving a behavioural indicator of 
what participants would choose to do if alcohol was available was used to provide a 
measure of how much the individual valued alcohol at that moment. This preference 
procedure is a commonly used measure of drug consumption in which subjects are 
asked to choose between an alcoholic drink or a placebo drink, for example, or 
between an alcoholic drink and an alternative reward (De Wit 2000) In one such study 
subjects received varying amounts of a priming dose of alcohol and one hour later had
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the choice of more alcohol or a sum of money ($2 - $30) (deWit & Chutuape 1993). 
Subjects rated their desire for alcohol on a 100mm visual analog rating scale. The 
authors found that alcohol preloads increased craving for alcohol and also increased 
the choice of alcohol over the monetary incentive. A type of preference procedure was 
designed for the purpose of this study. This involved the use of a forced choice 
pictorial task from which participants had to choose hypothetically between an 
alcoholic drink and an everyday item of value. This procedure which provides a 
means to assess the degree to which craving and behavioural measures of alcohol use 
co-vary in laboratory studies (de Wit 2000) was used in this study to assess how the 
different types of craving are related to a behavioural indicator of incentive to drink.
1.7 H ypotheses
Thus the present study aims to examine a number of hypotheses. Firstly, in keeping 
with conditioning theory predictions the study will test the following hypothesis:
HI: Individuals will demonstrate a higher level of subjective, physiological and
behavioural reactivity to alcohol-related cues in comparison to neutral cues at 
cue-exposure trial 1 and cue-exposure trial 2.
Secondly, to explore the potential relationship between withdrawal craving and cue- 
elicited craving the study will examine the following hypothesis:
H2: Reactivity to the cues will be related to background level of withdrawal
craving across time.
Finally to explore the potential relationship between craving and relapse, the study 
will test the following hypothesis:
H3: Greater incentive to drink as measured by the forced-choice behavioural task
will be related to cue reactivity rather than withdrawal craving.
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2. Methods
2.1 Setting
Participants were recruited from patients admitted to the National Inpatient Alcohol 
Addiction Unit at Springfield Hospital. This is a 10-bedded multi-disciplinary unit 
offering routine medical and nursing care. Patients undergo detoxification from 
alcohol using a reducing regime of chlordiazepoxide titrated to individual withdrawal 
severity. The ward also offers a therapeutic group treatment programme, including 
relapse prevention, relaxation and social training groups. A typical inpatient admission 
lasts three weeks and the majority of patients go on to rehabilitation placements 
located in the community.
2.2 Design
The study used a within-subjects repeated-measures design to investigate the nature of 
cravings that occur following alcohol cessation. Two potential sources of craving have 
been identified, craving elicited by the process of alcohol withdrawal and craving 
elicited by alcohol-related cues. Repeated measures of each type of craving were 
taken in a group of alcoholics who were undergoing inpatient detoxification from 
alcohol. Initially craving was measured on day 3 of hospital stay, in the absence of 
alcohol cues to provide a measure of unconditional withdrawal craving. This measure 
was repeated again on day 4 and day 12 before each cue exposure trial.
Craving was also manipulated in a cue exposure experiment on two occasions. All 
participants were exposed to the sight and smell of an alcohol cue and a neutral cue on 
approximately Day 4 and Day 12 after admission. This provided a measure of 
conditioned cue-elicited craving in the early stages of withdrawal and once 
withdrawal had abated. Presentation of the cues was counterbalanced to control for 
order effects. Half the participants were presented with the alcohol cue first and half 
the participants were presented with the neutral cue first. Cognitive, behavioural and 
physiological responses were monitored during exposure.
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2.3 Participan ts
34 alcoholics took part in the study. The sample was recruited from new referrals to 
the alcohol inpatient unit over a 5-month period. Exclusion criteria were serious 
physical or mental illness and inclusion criteria were a diagnosis of alcohol 
dependence. 43 patients were admitted to the ward over this time. Of these, 3 patients 
declined, 3 were excluded due to serious physical illness, 1 was excluded due to 
significant cognitive impairment and 2 patients were excluded due to high levels of 
distress during the initial interview. Of the remaining 34 patients, 27 took part in the 
second cue-exposure trial. At time 2, 5 patients were missed, one refused the second 
trial and one had relapsed and had been discharged. All participants had a DSM-IV 
diagnosis of alcohol dependence2 and gave written informed consent to participate in 
the study.
The majority of participants were White (97%), male (71%) and unemployed (71%). 
The mean age of the sample was 44 years (SD, 11), with a range of 22-67 years. 18 
participants (53%) had their last drink on the day of admission, with the remainder 
having it between one and five days before admission (1 day = 11 patients, 2 days = 3 
patients, 3 days = 1 patient and 5 days = 1 patient). It was the first detoxification 
treatment for 12 patients, while 16 patients had at least one previous detoxification in 
hospital and 12 patients had at least one previous detoxification in the community. 
Detoxification treatment lasted on average 10 days. 3 patients (9%) also received 
acomprosate, an anti-craving medication, at some point during their inclusion in the 
study. Table 1 shows the mean and standard deviation and maximum and minimum 
values for characteristics of the participants’ drinking behaviour and anxiety levels.
2 Appendix 1 shows the criteria for a DSM-1V diagnosis o f alcohol dependence
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Table 1: Summary data for characteristics of participants
Mean
(SD)
Minimum Maximum
Age of first drink 15(4) 8 31
Age of first morning drinking 32(11) 14 58
Years of problem drinking 14(8) 3 30
SADQ (n=32) 37(11) 13 54
STAI (Trait anxiety) (n=33) 58 (14) 20 80
STAI (State anxiety at trial 1) (n=33) 48(15) 20 75
STAI (State anxiety et trial 2) (n=26) 42 (10) 26 67
Daily dose of chlordiazepoxide at trial 1 72(53) 10 240
N = 34 unless stated otherwise. SADQ = Severity o f Alcohol Dependence Questionnaire score.
STAI = State Trait Anxiety Inventory score.
2.4 Procedure
The initial assessment for entry to the study, based on the inclusion and exclusion 
criteria, was carried out by referring to the patient’s medical notes and discussion with 
the nursing staff Suitable patients were approached on the third day of their 
admission. All patients were told that the purpose of the research was to help to 
understand cravings in people who had just begun to abstain from drinking alcohol. 
The patients were briefed on what their involvement in the study would entail and 
they were given an information sheet to read. Having consented to participate in the 
study the participants were asked to nominate a preferred alcoholic drink and a 
preferred soft drink, which would be used as the experimental and the control stimuli 
during the cue exposure trials.
2.4.1 Cue exposure trials
Cue exposure trials were conducted in an air-conditioned interview room situated off 
the main ward. Participants were instructed to wash their hands at the beginning of the 
session to facilitate physiological recording. They were then connected to the 
recording apparatus. Two small transducers were connected to the first and second 
fingers of the participant’s non-dominant hand to produce a physiological measure of 
arousal (i.e. skin conductance). The participant’s preferred drinks were concealed
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under two opaque containers labelled A and B and were placed on a table directly in 
front of them.
The cue exposure trial was divided into four 5-minute phases. In the initial phase, a 5- 
minute baseline period was observed. This was followed with a 5-minute exposure 
period. During exposure participants uncovered either an alcoholic or a neutral 
stimulus 10 seconds after commencing physiological recording. At predetermined 
intervals participants were given the instruction to pick up, hold and smell the drink 
for 20 seconds. This instruction was given at 60, 120, 180 and 240 seconds. The drink 
stimulus was covered at the end of the 5 minutes. The participants were then given a 
5-minute rest period before repeating the exposure phase with the remaining drink 
stimulus. Participants completed appropriate questionnaires at the end of each phase. 
The procedure was exactly the same for the second cue exposure trial. At the end of 
each trial, participants had a chance to discuss their reactions before being returned to 
the main ward.
2.5 M easures3
2.5.1 Demographic and clinical information
Basic demographic and clinical information was gathered from participants during a 
45-minute initial assessment interview prior to the first cue exposure trial.
2.5.2 Severity of Alcohol Dependence Questionnaire (SADQ; Stockwell et al. 1979) 
The SADQ is a 20 item self-report questionnaire designed to measure 5 aspects of the 
Alcohol Dependence Syndrome (Edwards & Gross 1976). These are physical 
withdrawal, psychological withdrawal, withdrawal relief craving, tolerance and 
reinstatement following a period of abstinence. The individual completes the 
questionnaire, with reference to a recent period of heavy drinking, by indicating how 
each statement applies to them on a 4-point scale ranging from “never or almost 
never” (0) through to “nearly always” (3). The maximum score on this scale is 60, 
indicating very severe alcohol dependence, and a score of 30 is regarded as the 
threshold for severe alcohol dependence (Drummond & Phillips (in press)). It is a 
widely used measure with good validity and reliability (Stockwell, Murphy &
3 Appendix 2 contains copies o f all questionnaires and a time line for their administration
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Hodgson 1983; cited in Drummond & Phillips (in press)). This questionnaire was 
routinely administered by the nursing staff as part of the admission process to the 
ward.
2.5.3 Speilberger’s State Trait Anxiety Inventory (STAI: Speilberger et al. 1983)
The STAI is a self-report questionnaire measuring two subscales of anxiety: state 
anxiety (i.e. how you feel currently) and trait anxiety (i.e. how you feel generally). 
Each subscale consists of 20 items that are rated using a 4-point scale. For state 
anxiety, respondents rate the intensity of their feelings from “not at all” (1) to “very 
much so” (4). For trait anxiety, respondents rate the frequency of their feelings of 
anxiety from “almost never” (1) to “almost always” (4). Scores for both scales vary 
from a minimum of 20 to a maximum of 80. The state anxiety scale can be repeated to 
assess changes in anxiety over time. The scale has good validity, high levels of 
internal consistency and good test-retest reliability for trait anxiety but not state 
anxiety as expected as the latter is susceptible to situational related fluctuation. The 
questionnaire was administered to participants as part of the initial assessment 
interview and the state anxiety subscale was re-administered prior to the second cue 
exposure trial.
2.5.4 Alcohol Urges Questionnaire (AUQ; Bohn et al. 1995)
The AUQ is an 8-item self-report questionnaire designed to measure 3 aspects of 
drinking urges, namely, desire for a drink, expectation ofpositive effect from drinking 
and inability to avoid drinking if  alcohol was available. Each item is rated on a 7- 
point scale. The scale is flanked by the diametrically opposing categories “strongly 
disagree” (1) and “strongly agree” (7) and respondents indicate their level of 
agreement for each item according to how they are feeling right now. Scores range 
from a minimum of 8 to a maximum of 56. The AUQ has evidence of validity and 
reliability in a US clinical population (Bohn et al. 1995) and more recently in an 
untreated UK clinical population (Drummond & Phillips, in press). Both studies found 
evidence of high internal consistency and test-retest reliability. Also the AUQ was 
shown to significantly correlate with other measures of craving and other aspects of 
drinking behaviour, such as, the severity of alcohol dependence. The AUQ is 
sufficiently short making it practical to use when it is necessary to take repeated
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measures of craving (Sayette et al. 2000). The AUQ was used to take repeated 
measures of withdrawal craving, when it was administered in the absence of cues and 
to take repeated measures of cue-elicited craving following cue-exposure.
2.5.5 Physiological Arousal
A psychophysiological measure of craving was included to study changes in 
electrodermal activity at the skins surface in response to the experimental and neutral 
cues. Skin conductance was measured using a Cambridge Electrical Design 1401 
family interface in conjunction with Spike 2, version 3 software 
(http://www.ced.co.uk), which recorded and stored responses to a laptop computer. 
Two small transducers were fitted to the 2nd & 3rd digit of the participant’s non­
dominant hand. The unit of measurement was micromhos (umhos). The equipment 
was pre-set to record and store discrete 5-minute waveforms to represent baseline, 
exposure to first cue, baseline and finally exposure to second cue.
Physiological reactivity was taken as the change in skin conductance from the pre­
exposure baseline. Therefore physiological data were reduced by averaging the first 4 
minutes of responding in each block and by subtracting baseline averages form cue 
exposure averages. Scores were reduced in this way as previous research (Carter & 
Tiffany 1998) has shown that responses to alcohol and neutral stimuli tend to be in the 
direction of increased skin conductance levels and because varying physiological 
baselines tend to obscure differences between the stimulus conditions (Weinstein et al. 
1998).
2.5.6 Value o f Alcohol (VOA)
A  behavioural measure of the value of alcohol to participants was specifically 
designed for the purposes of the study. Behavioural reactivity is defined as alcohol 
seeking and consumption behaviour. The VO A scale was designed to tap this source 
of reactivity by gaining a behavioural measure of the strength of a participant’s 
motivation to drink, i.e., how tempted a person would be to seek out or choose alcohol 
over other everyday items of value. Participants were asked the following question: 
At this moment if you had the choice which of the following items would you choose 
to have?
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A: Your favourite alcoholic drink B: Everyday item of value
A picture of either a glass containing a spirit measure or a glass containing a pint of 
beer, depending on the participant’s preferred alcoholic beverage, was pictured 
alongside a range of items varying in terms of their value {see Appendix 2 -  VOA 
booklet). In all, there were ten trials in this test. Five of these trials were with items 
less than £10 and five trials were with items greater than £10. The stimuli were 
randomly assigned as either A or B and the order of the presentations within the 
booklet were shuffled between each trial. The results of individual items were 
summed to yield a score between 0 and 10, indicating the number of times the 
participant chose the alcohol over the everyday items of value. Higher scores on this 
scale represented the strength of a participant’s motivation to choose alcohol if 
tempted and therefore higher levels of behavioural reactivity.
The VOA scale was completed at baseline and following exposure to the experimental 
and neutral cue. Changes in repeated measures of this scale were expected both within 
and across cue exposure trials and therefore test-retest reliability was calculated using 
the baseline measure of this scale taken on day 3 and day 4. The scores were highly 
correlated indicating a high level of test-retest reliability (rho = .89, N = 34, p < 
0.0005, two-tailed). An internal consistency estimate of reliability was computed from 
the baseline measure, yielding a coefficient alpha of .97, indicating a high level of 
reliability.
The scale was used to represent an individual’s motivation to drink and as such was 
used as an example of behavioural reactivity. As previously mentioned in the 
introduction a behavioural measure of the value of a substance has been used to 
represent the strength of an individual’s motivation to take the drug (e.g. deWit & 
Chutuape 1993). Typically these studies asked subjects to choose between alcohol and 
money. This study decided to use everyday items of value instead of sums of money 
as it quickly became apparent that the subjects were mentally translating the sums of 
money into the number of drinks that they could purchase. Behavioural reactivity has 
also been measured using speed of consumption or latency to drinking. It was not
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practical to include the latter measure and studies using speed of consumption are not 
typically used with patient populations.
2.6 Sta tistica l Procedures an d  S tatistical A nalysis
2.6.1 Sample size and power calculations
Data from Tiffany (1990) was used to calculate the sample size. This study reported 
the average effect size (.4) for 6 studies that found a relationship between craving 
report and behavioural measures of drug-use behaviour. A power analysis (Erdfelder, 
Paul & Buchner 1996) indicated that in order to show a relationship between the 
measures of craving contributing to our main hypothesis, that are statistically 
significant at the 5% level and with 80% power, the study would need to include 34 
participants.
2.6.2 Statistical Analysis
All data were computer-analysed using SPSS (Version 10). Distributional assumptions 
were tested prior to the analyses and appropriate within-subjects group comparative 
statistics were used to examine the differences between the subjects’ responses to the 
experimental and control cues. A logistic regression analysis was then used to predict 
the occurrence of choosing alcohol over everyday items of value.
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3. Results
The results section will begin with the results of analyses carried out to check whether 
the missing data at time 2 gave rise to systematic bias in the sample. This will be 
followed by a description of the main analyses and the results of hypotheses testing 
for cue-elicited and withdrawal craving.
3.1 M issin g  data
27 of the original 34 participants completed the second cue-exposure trial. The 
reasons for the reduced sample size were outlined in the method section. However to 
check that the missing responses were randomly distributed, the sample was split in 
half to produce two groups, one group with missing data and the other with none. 
Depending on the distribution of the variables either t-tests or Mann-Whitney u-tests 
were conducted to check if the groups differed on any key demographic or clinical 
characteristics. These statistics are presented in Appendix 3. In summary, there were 
no significant differences between the two samples on any of the main variables tested 
and it was concluded that the missing responses were randomly distributed in the 
sample. Therefore variables with missing data at time 2 (n = 27) have been deleted 
using pair-wise deletion in analyses examining comparisons over time.
3.2 D escription o f  the m ain analyses
3.2.1 Cue-elicited craving
Reactivity to the cues was measured by skin conductance level (SCL), self-reported 
ratings of cravings to drink (AUQ) and self-reported ratings of motivation to drink 
(VOA). The results of exploratory data analysis showed that the data for the above 
dependent variables were not normally distributed. Measures of subjective craving 
(AUQ) and behavioural craving (VOA) were positively skewed and/or had significant 
kurtosis. Measures of physiological craving (SCL) contained outliers. The experiment 
was designed to be analysed using a 2x2x2 mixed factorial analysis of variance 
(ANOVA). However the data did not meet the assumptions underlying the use of this 
statistical procedure. Also it was not possible to transform the data to an acceptable 
level of normality. Therefore the data have been analysed using nonparametric 
statistics. As there is no nonparametric equivalent to the ANOVA, it was necessary to
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do a series of tests to analyse the participants’ responses to each independent variable 
separately. There were 3 independent variables in total. The within-subjects variables 
were stimulus (alcohol versus neutral) and time (trial 1 versus trial 2). The between- 
subjects variable was order of stimulus (alcohol 1st versus alcohol 2nd).
Initially, a series of Wilcoxon tests have been used to compare the participants’ level 
of reactivity to the experimental and control cues to establish that the participants 
were indeed reactive to the alcohol cue. A second set of Wilcoxon tests have been 
used to compare the participants’ level of reactivity to the cues across trials to 
examine how craving varied over time. Finally a series of mann whitney u-tests have 
been carried out to check whether there was an order effect for the stimulus condition. 
Two-tailed significance tests have been used in all cases.
3.2.2 Withdrawal craving
Withdrawal craving was measured by self-reported ratings of cravings to drink 
alcohol (i.e. AUQ). All participants completed the AUQ on day 3, day 4 and day 12 of 
their admission to hospital. In this case the dependent variable was the self-reported 
rating of craving and the independent variable was the day the rating was taken. The 
Friedman test was used to analyse whether the participants’ level of withdrawal 
craving changed significantly over time.
3.2.3 Craving and motivation to drink
Logistic regression was used to test the theoretical prediction that type of craving is an 
important factor influencing a participants’ motivation to drink. Binary logistic 
regression is a non-linear transformation of linear regression that allows the prediction 
of scores on a dependent measure with category membership. Given the skewed 
distribution of ratings on the VOA scale, motivation to drink was coded as a 
dichotomous variable: coded 0 if the participants reported no motivation to drink at all 
and coded 1 if any motivation to drink at all was recorded. As a result of this 
procedure 14 participants were categorised as “not motivated to drink” and 13 
participants were categorised as “motivated to drink” category. The mean VOA score 
(trial 2) for participants in the motivated to drink category was 7, indicating a high 
level of motivation to drink in this group.
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Theoretically we are expecting cue reactivity, rather than withdrawal craving to be 
related to the motivation to drink variable. Cue reactivity is hypothesised to be more 
reliably related to motivation to drink, as it is more likely to occur in close proximity 
to alcohol-related cues, which provide the opportunity for relapse. Withdrawal 
craving, on the other hand, is likely to have limited predictive value in relapse 
particularly once the alcohol withdrawal phase has abated. Therefore the logistic 
regression model was used to estimate which of these factors influence motivation to 
drink. In the analysis the dependent variable is the categorised VOA scale in response 
to the alcohol cue on trial 2 and the independent variables are withdrawal craving, 
cue-elicited craving and skin conductance level.
3.4 Hypotheses testing
3.4.1 Alcohol versus Neutral
Hypothesis 1: Participants will show greater reactivity to the alcohol cues in 
comparison to the neutral cues.
Self-reported craving to drink was rated significantly higher after alcohol cue 
exposure than after neutral cue exposure across both trials {Fig. la). On the first trial 
the mean of the ranks in favour of alcohol was 11, while the mean of the ranks in 
favour of the neutral cue was zero (z = 4.021, N-ties = 13, p < 0.0005). On the second 
trial the mean of the ranks in favour of the alcohol cue was 8.67, while the mean of the 
ranks in favour of the neutral cue was 6 (z = 3.207, N-ties = 11, p < 0.001).
Fig. 1a Subjective reactivity to cues
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Fig. 1b: Physiological reactivity to 
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Similarly skin conductance levels for the alcohol stimuli were significantly greater 
than the skin conductance levels for the neutral stimuli {Fig. lb). The mean of the 
ranks in favour of the alcohol cue was 17.44 in comparison to 11.40 for the neutral 
cue on the first trial (z = 3.871, N-ties = 1, p < .0005), and was 14.63 for the alcohol 
cue and 10.43 for the neutral cue on the second trial (z = 2.603, N-ties = 1, p< .009). 
Therefore the participants showed greater subjective and physiological reactivity to 
the alcohol cues on each cue exposure trial as predicted.
Fig. 1c: Behavioural reactivity to 
cues
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It was not possible to compare behavioural response patterns between the stimulus 
conditions due to a high number of within-subject ties across repeated measures of the 
scale. Figure 1c shows that overall participants were slightly more reactive to the 
alcohol cue. However the high number of ties suggests that the distribution of scores
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on the scale were relatively stable for most participants regardless of the stimulus 
condition.
3.4.2 Trial 1 versus Trial 2
Hypothesis 2: Cue reactivity will decrease over time.
Fig. 2a: Subjective reactivity across 
time
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In order to examine CR on its own, pre-exposure baseline levels of craving (i.e. 
withdrawal craving) were subtracted from exposure levels of craving. There was no 
significant difference in the level of subjective craving (z = .729, N-ties = 7, p = .466) 
or in physiological craving (z = .228, N-ties = 0, p = .819) across cue exposure trials 
{Fig. 2a & 2b). As expected there were no significant differences across time for 
measures of subjective (z = 1.36, N-ties = 11, p = .174) or physiological reactivity in 
response to the neutral cues (z = .356, N-ties = 0, p = .722).
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Fig. 2c: Behavioural reactivity 
across time
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Again it was not possible to compare behavioural response patterns across time due to 
the number of within-subject ties across repeated measures of the scale. Figure 2c 
shows that overall behavioural reactivity decreases over time, but again the number of 
within-subject ties suggests that for most participants behavioural reactivity remained 
stable across time.
In order to more closely examine how participants were responding on this scale, 
Figure 3 shows how frequently the participants choose the alcoholic drink from 0 -  
never to 10 -  always, following exposure to the alcohol cue. This shows that the 
scores tend to cluster at the extreme values. Thus it would appear that choosing 
between alcohol and items of value is an all or nothing phenomena. Either people are 
motivated not to drink at any cost or people are motivated to drink, if tempted, no 
matter how big or small the incentive to avoid it.
Trial 1 Trial 2
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Figure 3: Behavioural reactivity after exposure to alcohol at time 1 and time 2
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3.4.3 Alcohol 1st versus Alcohol 2nd
Hypothesis 3: There will be no difference in participants’ responses as a 
consequence o f the order o f stimulus.
The results of the analyses to check for an order effect are given in Table 2.
Table 2: Summary of the analyses for order effects.
ALCOHOL 1st 
Median Range
ALCOHOL 2nd 
Median Range
TEST
STATISTIC
P
Subjective craving tl 16 8-56 11 8-56 z = 0.78 p= .438
Subjective craving t2 11 8-49 15.5 8-48 z = 0.40 p= .692
Physiol, craving tl 1.09 0.44-2.5 0.66 -0.21-2.47 z = 2.6 p= .009
Physiol, craving t2 1.17 -0.29-4.5 0.31 -0.12-1.84 z = 2.476 p= .013
Medians and ranges are given for measures o f subjective and physiological reactivity to the alcohol 
cues.
A significant order effect was observed for physiological reactivity. Levels of skin 
conductance were significantly higher on both trials when alcohol was the first 
stimulus presented. There were no significant differences between ratings of 
subjective craving as a consequence of the order of stimulus presentation.
3.4.4 Withdrawal craving
Hypothesis 4: Withdrawal craving will decrease over time.
Figure 4 demonstrates a significant difference in ratings of craving across the 3 
occasions (%2 (2, N=27) = 11.95, p = .003). Follow-up pairwise comparisons were 
conducted using a Wilcoxon test and controlling for the Type 1 errors across these 
comparisons at the .05 level using the LSD procedure. There was no significant 
difference between the median ratings for withdrawal craving on Day 3 and Day 4, p 
= .414, but the median ratings for withdrawal craving on Day 3 and Day 4 were
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significantly greater than the median ratings for withdrawal craving on Day 12 (D3; p 
= .002 & D4; p= .007). Therefore, withdrawal craving reduced slightly but not 
significantly between Day 3 and Day 4, but had reduced significantly from the level 
shown on these days by the end of the detoxification process on approximately Day 
12, as predicted.
Fig. 4: Withdrawal craving across 
time
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Day 3 Day 4 Day 12
3.4.5 Craving and motivation to drink 
Hypothesis 5: Cue-elicited craving has more influence on an individual’s 
motivation to drink than withdrawal craving.
Logistic regression was used to analyse how craving influences motivation to drink in 
this study. Theoretically there were three potential predictor variables: withdrawal 
craving, cue-elicited craving and skin conductance. Each of these variables were 
measured on two occasions. After testing for multicollinearity repeated measures of 
cue-reactivity and withdrawal craving were found to be highly correlated. For this 
reason only one measure of each variable could be entered into the logistic regression 
model. As withdrawal craving had all but abated by time 2, withdrawal craving at time 
1 was selected for use in the analysis. Cue-reactivity did not change over time. 
Therefore cue-elicited craving and skin conductance at time 2 were selected, as they 
were less likely to be influenced by withdrawal craving. These three independent 
variables were entered into the logistic regression equation simultaneously.
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The model chi-square test, which is used to assess the overall logistic model, was 
found to be highly significant indicating that the overall model was a good fit (%2 = 
18.456, df = 3; p < .0005). R2 was 0.66 indicating that 66% of the variance in the 
dependent variable was explained by the covariates. As a result of the analysis 82% of 
cases were correctly classified.
The model chi-square test was also used to test the relative importance of the 
independent variables contributing to the model. The model chi-square statistic tests 
the difference in model chi-squares for the overall model with all the independents 
included and nested models, which drop one of the independents. The results of this 
analysis are summarised in Table 4.
Table 4: Log-likelihood test of nested models using chi-square difference
Independent variable dropped 
from the analysis
Chi-square difference values Sig
Withdrawal craving 2.89 p >  0.05; ns
Cue-elicited craving 9.43 p < 0.005
Skin conductance 0.48 p >  0.05; ns
ns = not significant
The analysis shows that dropping cue-elicited craving from the overall model was 
significant for predictions of the dependent variable. However dropping either 
withdrawal craving or skin conductance did not negatively impact on predictions of 
the dependent variable. This indicates that only cue-elicited craving was contributing 
significantly to the initial logistic regression model. Therefore the analysis was re-run 
with cue-elicited craving as the sole co-variate, the results of which are summarised in 
Table 5.
190
Table 5: Logistic regression analysis using motivation to drink (i.e. Value of Alcohol
time 2) as the dependent variable*
Independent variable Odds ratio 95% confidence interval 
of odds ratio
p - value
Cue-elicited craving 1.22 1.04-1.43 p<0.01
Model chi-square statistic: p < .0005
* Coding for motivation to drink variable is 0 -  not motivated to drink or 1 -  
motivated to drink. Therefore the odds ratio reflects the likelihood o f being motivated 
to drink.
The new model is highly significant with cue-elicited craving accounting for 58% of 
the variance in the dependent variable and correctly classifying 82% of cases. The 
odds ratio indicates that a participant will be 1.22 times more likely to be motivated to 
drink as the cue-elicited craving increases.
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4. Discussion
4.1 Summary of the results
This study provides further evidence that alcoholics display significant increases in 
craving and physiological activity when confronted with alcohol-related cues, even 
when these cues are presented within a safe environment. By now, the powerful 
effects of cues, for example, the sight and smell of an alcoholic beverage, to evoke 
responses that generate craving is a well-established phenomena (e.g. Carter & 
Tiffany 1999). In addition the study found evidence that alcoholics undergoing 
detoxification display craving in the absence of cues. This type of craving has been 
referred to as “withdrawal craving” as it is thought to occur as a natural consequence 
of alcohol cessation following prolonged heavy use of alcohol (Drummond 2000). 
Furthermore serial measures of withdrawal and cue-elicited craving elucidated the 
dynamic nature of both types of craving providing evidence that they follow 
distinctive time-courses. Finally, only cue-elicited craving was significantly related to 
a measure of motivation to drink.
4.2 Interpretation of the results
4.2.1 How craving varies over time
Examination of repeated measures of craving showed that withdrawal craving was 
present in the first few days following alcohol cessation but had reduced significantly 
by day 12 of the participant’s hospital admission. Craving, in response to cues, on the 
other hand, did not change significantly over the same time period. This indicates that 
the different types of craving follow different courses: withdrawal craving attenuates 
with the passage of time, whereas time by itself, does not impact on cue-elicited 
craving.
Withdrawal craving was shown to decay over time. This type of craving is thought to 
represent an unconditional response to alcohol cessation (Drummond 2000). As such 
it is one of a number of symptoms of the alcohol withdrawal syndrome. With 
prolonged alcohol consumption the alcoholic becomes dependent on alcohol. This 
dependency triggers a withdrawal reaction when the alcoholic suddenly stops 
drinking. The withdrawal reaction includes very obvious physical symptoms such as
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sweating and tremors but it also includes psychological symptoms such as craving, 
experienced as a desire to use to relieve the unpleasant physical symptoms. 
Withdrawal symptoms decay over time as the body adjusts to this new set of events 
(i.e. abstinence). Therefore time is a significant factor in the expression of withdrawal 
craving.
In contrast, time alone did not significantly reduce cue-elicited craving. In classical 
conditioning theory, conditioned responses show little spontaneous decay over time 
(Sherman et al. 1988). Rather, conditioned responses generally require an active 
intervention. If no such intervention occurs, conditioned responses may be retained 
over long time periods, which may account for the appearance of craving after years 
of abstinence (Ludwig & Stark 1974). Within classical conditioning, the procedure to 
eliminate a conditioned response is referred to as extinction, involving systematic non­
reinforced exposure of the conditioned stimulus alone. The findings of this study 
support the notion that time alone, in the absence of repeated non-reinforced exposure 
to alcohol-related cues does not diminish cue-reactivity.
4.2.2 Relationship between withdrawal and cue-elicited craving 
Withdrawal craving and cue-elicited craving are thought to be inter-related 
(Drummond 2000). Cues encountered during the alcohol withdrawal phase are 
hypothesised to be more salient than those encountered at a later stage of abstinence. 
In other words, the level of cue-reactivity is proportional to the background level of 
withdrawal craving. In this study, withdrawal craving had on average abated by Day 
12 when the second cue-exposure trial was conducted. Therefore, if cue-reactivity is 
influenced substantially by withdrawal craving, we would have expected a reduction 
in the salience of the alcohol cue. However, controlling for withdrawal craving, cue- 
reactivity was greater at time 2, although not significantly so. Therefore this specific 
inter-relationship between the two types of craving was not found in this study.
The timing of the measure of withdrawal craving in this study may not have been 
optimal to finding a reduction in the salience of alcohol cues across cue exposure 
trials. For practical reasons, the earliest measure of withdrawal craving was taken on 
Day 3 of the participant’s hospital admission. For the majority of participants this
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meant that they had been abstinent for 3 days, having had their last drink just prior to 
admission. However many people indicated that they had given up between one and 
five days prior to admission. Therefore it can be assumed that participants were at 
different stages in the withdrawal process, as days can make a considerable difference 
to withdrawal symptoms. In addition, all participants received chlordiazepoxide to 
relieve the symptoms of alcohol withdrawal. This is likely to have had a confounding 
effect on the expression of withdrawal craving. It is likely that we were unable to 
obtain a true measure of the peak of withdrawal craving when cues are thought to be 
most salient. Rather, our initial measure of withdrawal craving was probably already 
subject to decay and thus any loss of salience in cues as a result of the attenuation of 
withdrawal craving may have already occurred. It is likely that more severe levels of 
withdrawal craving would have been experienced on the first day of abstinence and 
the use of this measure may be more successful in finding evidence for an inter­
relationship between the two measures.
4.2.3 Craving and motivation to drink
The results of the logistic regression analysis indicated that only cue-elicited craving 
at the end of detoxification was significantly related to motivation to drink. In this 
case, subjective cue-reactivity emerged as the most powerful predictor. Previous 
research has generally found that physiological measures of craving are better 
predictors of future drug-taking behaviour (Glautier & Drummond 1994; Rosenhow et 
al. 1994) but the inconsistency of physiological measures to show a relationship with 
behavioural measures of drinking has been noted (Carter & Tiffany; Litt et al. 2000) 
Carter & Tiffany 1999). Also these studies tended to use single-item scales to measure 
self-reported craving, a practice that has been criticised more recently (Sayette et al.
2000). It may well be the case that inadequate measures contributed to the poor 
predictive value of subjective craving found in these studies.
4.2.4 Limitations to this finding
The conclusions that can be drawn from this final analysis are limited by the extent to 
which the Value of Alcohol (VOA) scale could be used to represent behavioural 
reactivity. Behavioural reactivity is defined as alcohol seeking and consumption 
behaviour. This type of reactivity is ideally tested in the individual’s natural
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environment when alcohol is freely available and the alcoholic has the choice to drink 
or not to drink. As such latency to first lapse, latency to heavy drinking and number of 
drink free days have all been used to measure behavioural reactivity in studies 
investigating the predictive power of cue-reactivity in relapse (e.g. Glautier & 
Drummond 1994; Monti et al. 1993). Such studies require a relatively extensive 
follow-up period. An alternative method of investigation is to measure self-reported 
craving and a behavioural measure of alcohol use, concurrently, and to assess the 
degree to which they co-vary in laboratory studies (de Wit 2000).
An example of a behavioural measure of alcohol that has been used in this way is the 
preference procedure (de Wit 2000), which forces participants to choose between 
alcohol and an alternative reward (e.g. money). When craving was manipulated using 
a priming dose of alcohol, a relationship between increased desire for alcohol and 
increased choice of alcohol over the monetary incentive was found using this 
procedure (de Wit & Chutuape 1993). The VO A scale used in this study was based 
on this idea, however it differed in two important ways.
Firstly, everyday items of value were selected rather than a monetary reward as it 
quickly became apparent that the monetary reward outweighed the value of the 
alcohol and could be used to purchase more than one drink. Other studies have 
proffered this problem of the competing reward outweighing the alcohol reward as a 
potential explanation for failure to find a relationship between increased craving and 
alcohol consumption in social drinkers (e.g. Chutuape, Mitchell & de Wit 1994).
Secondly, the choice between alcohol and everyday items of value was a hypothetical 
one. Participants in this study were choosing between pictures of alcohol and 
everyday items of value, neither of which were actually made available. The absence 
of a tangible reward, regardless of whether it was an alcohol reward or an item of 
value may have given rise to arbitrary responding on this scale. Or it may have given 
rise to responding that was influenced by demand characteristics, for example not 
choosing alcohol because it was contrary to their treatment programme. Although it 
was not possible to know if this occurred, arbitrary or biased responding would affect
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the validity of the scale as this test was designed to approximate choices that are 
available to the alcoholic in the real world.
An additional problem was the observed pattern of responding on the VO A scale. It 
was not possible to compare behavioural response patterns on the VO A scale due to 
the number of within-subject ties suggesting that there was a relatively stable pattern 
of responding over repeated measures of the scale. Thus it would appear, contrary to 
our expectations, that manipulating craving using the cue exposure procedure had a 
negligible effect on motivation to drink. A more likely explanation and one that was 
not immediately apparent to the researcher was that the task itself (i.e. examining 
pictures of alcoholic beverages) amounted to exposure to alcohol. A recent study has 
found evidence that craving imagery was equally as effective in inducing craving as 
exposure to alcoholic drinks (Weinstein, Lingford-Hughes, Martinez-Raga & Marshall 
1998). It would appear then that repeated measures of this scale within cue-exposure 
trials were not representing baseline and experimental conditions but rather repeated 
measures of the experimental condition, thus giving rise to the same response patterns. 
The finding that responding on this scale was relatively stable across time was not 
however unexpected because reactivity to cues, including behavioural reactivity does 
not attenuate simply with the passage of time.
To summarise the study found evidence in support of a relationship between increased 
cue-elicited craving and a hypothetical behavioural measure of alcohol seeking. 
However any conclusions drawn from the relationship should take into consideration 
the limitations that may reside in the method used to measure behavioural reactivity. It 
would be interesting to assess the validity of this scale against follow-up measures of 
relapse to drinking. If this scale, which is quick and easy to administer and has good 
face validity for alcoholic subjects, could be demonstrated to have construct validity 
with field measures of relapse, it would prove a very useful tool in studies of this 
nature.
4.3 Non-craving responders
It seems important to comment on the finding that a substantial number of participants 
in this study reported no craving. Previous studies have found that about one-third of
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alcoholics do not exhibit cue-reactivity (Rohsenow et al. 1992; Monti et al. 1993). 
Similar results were found in this sample for subjective craving. Thirty-five per cent 
of participants on the first cue-exposure trial and twenty-seven per cent of participants 
on the second trial did not react to drinking cues. Also an absence of withdrawal 
craving occurred in thirty-eight to forty-four per cent of participants, although we 
would expect much lower rates of craving over time in this group due to the 
attenuation of withdrawal symptoms.
The inconsistency of cue reactivity in alcoholics has been attributed to a number of 
reasons including severity of alcohol dependence (e.g. Glautier & Drummond 1993) 
and the perceived unavailability of alcohol in the laboratory environment (e.g. Meyer
2000). In addition it has been speculated that certain demand characteristics may 
influence an alcoholic’s self-report of craving (e.g. Drummond et al. 1990). This may 
be due to concerns the alcoholic has about how reporting craving may affect their 
treatment programme. A more pertinent concern may well be how the alcoholic might 
personally resolve having positive thoughts about alcohol despite having taken the 
decision not to drink. Admitting to craving may seem counterintuitive to a goal of 
abstinence or it may even be construed as a sign of failure. A further contributing 
factor to this finding may have been weaknesses in the tool used to measure craving. 
The development of questionnaires to measure craving that have demonstrated 
validity and reliability has been a welcome improvement over the use of a single item 
scale. However, such improvements do not preclude that the measure may still be 
limited in capturing some alcoholic’s idiosyncratic conceptualisations of craving. 
Simply it is not clear whether no score on measures of craving means that the 
alcoholic did not experience craving, experienced it but did not recognize it as such or 
experienced it but chose not to report it.
4.4 Clinical implications
Relapse to drinking is the most common outcome for abstaining alcoholics (Hodgson
2001). The unpleasant nature of withdrawal symptoms, including withdrawal craving, 
present a real threat to the alcoholics’ attempts to abstain. If cues are encountered 
during this time they are likely to add an increased risk of relief drinking and potential 
relapse. Therefore treatment programmes that are initially delivered in a safe
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environment (i.e. hospital setting), away from the threat of cues are highly desirable. 
However, once the withdrawal phase has abated, distinctive environmental cues 
remain an ongoing threat and therefore avoidance from cues, in the long term cannot 
safeguard against relapse.
This was emphasised in a study by Coates (1986; cited in Glautier 1994) who studied 
the effects of cues on the relapse process in a group of smokers. Smokers attempting 
to quit were told to either expose themselves to high-risk situations or avoid high-risk 
situations. Smokers in the exposure group relapsed more rapidly than smokers in the 
avoidance group. Only 20% of the exposure group were abstinent by the fifth week 
compared with 80% of the avoidance group. However relapse rates for each group had 
evened out by the thirteenth week. Not only does this study provide evidence that cues 
have powerful effects on smokers’ attempts to quit, it also clearly shows that 
avoidance of cues alone, although a seemingly useful strategy in the early stages of 
abstinence probably in the period akin to the withdrawal phase, does not protect 
against the threat of relapse.
Therefore, clinically this would imply that treatment approaches should be designed to 
minimize the associative impact of drinking cues in the environment. This is the 
premise on which cue exposure therapy is based and it is an approach that thus far has 
proved promising in treatment outcome studies with alcoholics. There now exist a few 
controlled studies that have evaluated cue-exposure treatment (Drummond & Glautier 
1994) or cue exposure treatment in combination with coping skills training (Monti et 
al. 1993; Rohsenow et al. 2001). In the first of these studies inpatient alcoholics who 
were given 10 sessions of in vivo cue exposure treatment were better than a relaxation 
control group in drinking severity at follow-up (Drummond & Glautier 1994). The 
second study combined cue exposure treatment with coping skills and an assessment 
only control group in addition to standard treatment (Monti et al. 1993). Although 
both groups had similar outcomes at a 3-month follow-up, the treatment group had 
significantly less drinking behaviour at the 6-month follow-up. The third study used 
the same cue exposure treatment with coping skills training procedure but this time 
compared it to another non-specific therapy, a meditation-relaxation training 
procedure (Rohsenow et al. 2001). On this occasion the treatment group had less
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frequent heavy drinking in comparison to controls at 6 months and these therapeutic 
benefits were maintained in this group at 12 months.
Therefore there is some evidence that cue exposure therapy can impact on drinking 
outcomes especially when offered in conjunction with coping skills training. However 
the development of cue exposure as an effective treatment is still in its infancy. Some 
authors believe that it is too early to examine adjunct treatments and that research 
efforts should be directed towards improving existing cue exposure treatments 
(Conklin & Tiffany 2002). These authors discuss advances in animal extinction 
research that they believe will improve the efficacy of cue exposure treatments. 
Advances in contemporary learning research suggest that the extinction procedure 
provides new learning opportunities rather than weakening the association between 
the conditioned stimulus (CS) and unconditioned stimulus (US). Therefore the 
original association between the CS and the US remains intact, but through extinction 
trials (i.e. the repeated non-reinforced exposure to drinking contexts and cues) this 
association becomes masked by new associations that develop to the CS. Bearing this 
in mind, the efficacy of cue exposure treatment will be determined by the likelihood 
that alcohol cues encountered post-treatment will evoke behaviour learned during 
extinction (i.e. abstinence) rather than behaviour learned during the original 
conditioning process (i.e. drinking).
Conklin & Tiffany (2002) review challenges that have been identified from animal 
research that threaten the likelihood of the alcoholic responding according to 
extinction rather than conditioning learning. Examples of these challenges include the 
renewal effect and spontaneous recovery. The renewal effect has a bearing on the 
context in which extinction trials take place. Cues that are extinguished in one context 
can be renewed when the alcoholic returns to the context where conditioning 
originally took place. To date, extinction trials in treatment studies are generally 
conducted in a laboratory setting, and it is assumed that any extinction gains will 
generalise to the alcoholic’s natural environment. Some generalisation has been 
shown to take place in the treatment studies outlined above, however to avoid the 
renewal effect such studies should optimally be delivered in contexts resembling those 
in which the original CS-US pairing occurred. Another challenge for treatment
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outcome is the effect of spontaneous recovery, which describes the re-emergence of 
the CS as a function of the passage of time from the extinction trials. This has 
implications for the number and spacing of extinction trials both within and between 
cue exposure sessions to ensure that cues are extinguished fully.
Cue exposure treatments with alcoholics could benefit from taking on board the 
challenges that have been identified in basic research of extinction trials with animals. 
Currently there is insufficient support for them to be offered as a routine treatment for 
alcohol dependence but early clinical trials are sufficiently encouraging (e.g. 
Drummond & Glautier 1994) to warrant future research. Despite a lack of strong 
empirical support for the this treatment technique, “there is a pervasive belief /hmowg 
researchers] that if the optimal parameters for cue-exposure could be discovered (e.g. 
the right cues are chosen, the best number of sessions are conducted, it is combined 
with the right psychotherapy) addiction treatment might have a new “gold standard” 
for treatment efficacy” (Conklin & Tiffany 2002, p. 159).
4.5 Theoretical implications
Currently within the field of addiction there is much disagreement and debate about 
the function and validity of craving. At one end of the debate is the view that craving 
is pathognomic or the defining feature of the underlying disease of addiction, 
responsible for ongoing drinking and relapse. At the other end of the debate is the 
view that craving is a redundant epiphenomena that contributes little if anything to our 
understanding of relapse. Fuelling this debate is a lack of empirical support for a 
relationship between craving and relapse (Tiffany 1990; Tiffany & Carter 1998).
The two competing models of craving that were tested in this study may help to 
address this contentious issue. The first model viewed craving as an unconditional 
response to alcohol cessation and is akin to the physical craving for alcohol described 
in the disease model of addiction (Jellinek 1960). Withdrawal craving was found to 
attenuate with the passage of time and was not found to be predictive of a measure of 
motivation to drink. As such, it is concluded that this type of craving contributes little, 
if anything to our understanding of relapse once the withdrawal phase has abated.
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The second model viewed craving as a conditioned response to alcohol cues. This type 
of craving is only apparent in environments that contain drinking cues. Consequently 
it can lie dormant in the alcoholic only to be elicited at a later stage, for example, 
when he or she returns to their real drinking environments. Cue-elicited craving was 
as potent at the end of detoxification treatment as it was at the start when it was 
manipulated in an experimental procedure. Only this type of craving had predictive 
value for a measure of motivation to drink.
The implications from these findings may help to simplify the conflict that exists in 
the addiction field arising from these opposing views of craving. It would appear that 
not all craving is redundant or valueless. The findings of this study would suggest that 
it may be more productive to view craving as occurring under two conditions: 
withdrawal craving in response to alcohol cessation with no predictive value and cue- 
elicited craving in response to alcohol cues with predictive value. Such a distinction 
provides a middle ground to current opposing views of craving and provides a 
convincing rationale for the conditions under which craving and relapse will be 
related.
This does not mean to imply that this is the whole story. The relationship between 
craving and relapse is likely to be more complex involving other contingencies that 
influence drinking behaviour. A key component of Marlatt & Gordon’s model of 
relapse is an individual’s self-belief or confidence in maintaining abstinence from 
alcohol when faced with a high-risk situation (i.e. drinking cue). A measure of self- 
efficacy was not taken in this study, although this may have provided interesting 
information about the cognitive processes that mediate the expression of subjective 
and behavioural responses to cues.
Anecdotally some of the participants that took part in this study reported feeling 
repelled by the smell of alcohol during the cue exposure trials. Others reported what 
amounted to coping strategies including thinking about something else, thinking about 
the problems that their drinking had caused, thinking about the reasons why they 
didn’t want to drink anymore or thinking that one drink wouldn’t satisfy their needs 
anyway. According to social learning theory, accessing coping strategies, such as
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reflecting on the negative consequences of drinking, is likely to increase one’s self- 
confidence in their ability to remain abstinent and offset a decrease in the probability 
of relapse. Greater confidence in one’s ability to stop drinking may have suppressed 
responding on the subjective and motivation to drink measures in this study. Similarly, 
within an information-processing model of craving, accessing coping strategies during 
exposure trials would imply craving and the use of non-automatic cognitive processes 
(Tiffany 1990). In the abstaining alcoholic such processes are activated to block 
automatic drug use sequences and should be associated with a decreased probability of 
relapse insofar as they are successful in counteracting the desire to drink.
Finally the amount of attention paid to drinking cues during exposure has been found 
to play an important role in a treatment outcome study. Rohsenow et al. (1994) found 
that increased attention to the alcohol stimuli, increased thinking about alcohol and 
increased awareness of physical reactions to the alcohol were associated with more 
successful abstinence than avoidance of the stimuli or of the responses the stimuli 
evoked. The authors suggested that attending to the cues and greater awareness of the 
effects of cues may prepare one for the risk, facilitate coping and result in greater 
extinction of conditioned responses. In contrast, avoidance or denial of the impact of 
the risk may block coping and leave the individual more vulnerable to drinking. More 
formal recording of participants’ thought processes during exposure trials are likely to 
prove revealing for both the expression of cue-reactivity and the relationship between 
cue-reactivity and motivation to drink.
4.6 Future research
Research needs to address the important issue of why a substantial number of 
participants in studies of this nature do not show craving. Does this mean that certain 
individuals do not experience craving? Are these individuals less likely to relapse? Or 
are there certain individuals who do not recognise or label craving as such? If so, how 
would they describe their reactions to salient drinking cues?
Some of these questions have been addressed, at a theoretical level, by Tiffany (1990) 
who suggests that drinking habits become automatic and thus craving is not necessary 
for drinking to occur. Other studies have looked at the differences between urge
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reporters and non-urge reporters on a host of participant characteristics (e.g. trait 
anxiety) but no study to the researchers knowledge has presented findings on how this 
 specific group of individuals fair in their natural environment.
Although the measurement of craving has been improved by the development of 
scales such as the AUQ, which has demonstrated reliability and validity, such 
measures may still be falling short of capturing all alcoholics’ craving responses. It 
would be interesting to carry out a qualitative study with this group of individuals to 
gauge their views on craving. Some questions that would be interesting to explore 
with them would be what craving means to them, any negative connotations of 
craving, how they cope with craving, what role they feel craving plays during 
abstinence as well as their views on individual items of the craving questionnaire and 
how these might be improved. This research could prove insightful and could 
contribute to improvement in our current attempts to measure this construct.
Anecdotal evidence from this study suggested that self-efficacy beliefs and coping 
skills might have been mediating the expression of craving to cues. This study could 
be improved by the inclusion of a measure of these variables. Also the examination of 
how much attention the participant pays to the drinking cues during exposure may 
reveal more important information about an individual’s reactivity to cues (Rohsenow 
etal. 1994).
Finally more research is needed into the preference procedure used in this study. This 
procedure makes it possible for researchers to examine the relationship between 
craving for alcohol and consumption of alcohol concurrently. Cue-elicited craving is 
short-lived and therefore it is important that the interval between the assessment of 
craving and alcohol use is relatively short in order to adequately test the true 
magnitude of association between these variables (Tiffany 2000). It would of course 
be necessary to establish the validity of the particular procedure used in this study. 
This could be achieved by assessing how it correlates with other measures of 
behavioural reactivity. Alternatively the application of this procedure could be 
improved by actually making tangible rewards available. Having the opportunity to 
drink alcohol is a powerful method of examining cue reactivity and having a
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concurrent measure of actual drinking behaviour provides a means to validate self- 
reported craving (Meyer 2000).
4.7 Conclusions
The study concludes that there are important distinctions between the two competing 
models of craving tested in this study. First the different types of craving arise from 
different conceptualisations of craving. Withdrawal craving is akin to the type of 
craving that Jellinek referred to in his disease model of addiction which is essentially a 
descriptive model, whereas cue-elicited craving is based more solidly on conditioning 
and cognitive theories of human behaviour (Drummond 2000). Currently, while no 
universal definition of craving exists it is essential for researchers to operationalise 
definitions of craving to reflect whichever theoretical perspective they adopt or 
propose to test in their research in order to provide clarity to the interpretation of 
research findings. Second withdrawal craving abates with the passage of time, 
whereas cue-elicited craving maintains its magnitude. This distinction has important 
implications for the assessment of craving. Studies that assess withdrawal craving 
need to be aware of the natural attenuation of this type of craving over time. This is 
particularly important for treatment studies that use withdrawal craving as the main 
outcome variable. In contrast reductions in cue-elicited craving can more readily be 
attributed to the therapeutic effects of the intervention. Finally, cue-elicited craving 
was predictive of increased choice of alcohol over everyday items of value, whereas 
withdrawal craving was not. Viewing craving as occurring under two conditions may 
provide a useful distinction between craving that has no predictive value once the 
withdrawal process has ended and cue-elicited craving with predictive value in 
relapse. Further research that uses real alcohol rewards versus alternative rewards is 
needed to provide more robust evidence for this latter finding.
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Appendix 1 
DSM-IV criteria for substance dependence
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DSM-IV Criteria for Substance Dependence
• A maladaptive pattern of substance use, leading to clinically significant 
impairment or distress, as manifested by three (or more) of the following, 
occurring at any time in the same 12-month period:
1. Tolerance, as defined by either of the following: (a) a need for markedly 
increased amounts of the substance to achieve intoxication or desired 
effect; (b) markedly diminished effect with continued use of the same 
amount of the substance.
2. Withdrawal, as manifested by either of the following: (a) the characteristic 
withdrawal syndrome for the substance (specific to alcohol); (b) the same 
(or a closely related) substance is taken to relieve or avoid withdrawal 
symptoms.
3. The substance is often taken in larger amounts or over a longer period than 
was intended.
4. There is a persistent desire or unsuccessful efforts to cut down or control 
substance use.
5. A great deal of time is spent in activities necessary to obtain the substance, 
use the substance or recover from its effects.
6. Important social, occupational, or recreational activities are given up or 
reduced because of substance use.
7. The substance use is continued despite knowledge of having a persistent or 
recurrent physical or psychological problem that is likely to have been 
caused or exacerbated by the substance.
Specify if:
• With physiological dependence: evidence of tolerance or withdrawal (i.e., 
either Item 1 or 2 is present).
• Without physiological dependence: no evidence of tolerance or withdrawal 
(i.e., neither Iteml nor 2 is present).
Appendix 2 
Questionnaires
1, Clinical Interview Schedule 
2. Severity o f  Alcohol Dependence Questionnaire (SADQ)
3. State Trait Anxiety Inventory (STAI)
4. Alcohol Urges Questionnaire (AUQ)
5. Value o f  Alcohol (VOA)
Information Leaflet 
Consent Form 
Time Line for the administration of the questionnaires
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Clinical Interview
Subject ID: Date: Time:
Age: Gender:
Marital status: Ethnic background:
Employment status: Years of education:
Age of first drink:
Age of first morning drinking:
Years of problem drinking:
Time since last drink:
Previous détoxifications: YES/NO YEAR(s):
Longest period of abstinence:
Medication at first cue-exposure:
Chlordiazepoxide: Dose:
Acomprosate: Dose:
Medication at second cue-exposure:
Chlordiazepoxide: Dose:
Acomprosate: Dose:
Questionnaires
1. SADQ
2. STAI
3. AUQ
4. VGA
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Times daily: 
Times daily:
Times daily: 
Times daily:
NAME
_ _ _  _ _  a d d i c t i o n  r e s e a r c h  u n i t
SEVERITY OF ALCOHOL DEPENDENCE QUESTIONNAIRE
--------------------   DATE_________
Please recall a typical period of heavy drinking in the last 6 months 
When was this? Month:___________________    Year
Please put a tick (V) to show how often each of the following statements applied to you during this time
DURING THAT PERIOD OF HEAVY DRINKING: NEVER OR 
ALMOST 
NEVER
SOMETIMES OFTEN
n e a r l y
a l w a y s
1. 1 woke up feeling sweaty □ □  . □ □
2. My hands shook first thing in the morning □ □ □ □
3. My whole body shook violently first thing in the 
morning if 1 didn't have a drink □ □ □ D
4. 1 woke up absolutely drenched in sweat □ □ □ □
5. 1 dreaded waking up in the morning □ □ □ □
6. 1 was frightened of meeting people first thing in 
the morning □ □ □ □
7. 1 felt at the edge of despair when 1 awoke □ D □ □
8. 1 felt very frightened when 1 awoke □ □ □  : □
•9. 1 liked to have a morning drink □ □ □ □
10. 1 always gulped my first few morning drinks 
down as quickly as possible □ □ □ □
11. 1 drank in the morning to get rid of the shakes n □ □ □
1 2. 1 had a very strong craving for drink when 
1 awoke □ □ □ □
1 3. 1 drank more than Vi bottle spirits a day 
(or 4 pints beer/2 cans strong lager 
/ I  bottle table wine)
□ □ □ □
14. 1 drank more than Î4 bottle spirits a day 
(or 8 pints beer/4 cans strong lager 
/ 2  bottles wine)
-  □ □ □ □
1 5., 1 drank more than 1 bottle spirits a day 
(or 15 pints beer/8 cans strong lager 
/ 4  bottles wine) □ □ □ □
6. 1 drank more than 2 bottles spirits a day 
(or 30 pints beer/15 cans strong lager 
/ 8  bottles wine) □ □ □ □
PLEASE MAKE SORE YOU HAVE ANSWERED ALL THF m iF S T E n iu c  , . , u A  % #  *  a  *
(CONTINUED)
I imagine the following situation:
( 1 ) You have been COMPLETELY off drink for a FEW WEEKS
(2) You then drink VERY HEAVILY for TWO DAYS
How would you feel the morning after those two days of heavy drinking?
THE MORNING AFTER: NOT 
AT ALL SLIGHTLY MODERATELY
QUITE 
A LOT
1 7. I would start to sweat □ □ □ □
1 8. My hands would shake □ □ □ □
19. My body would shake □ □ □ □
20. 1 would be craving for a drink □ □ □ D.
SCORE
SELF-EVALUATION QUESTIONNAIRE STAI Form Y-1
Please provide the following information:
Name S
Age Gender (C/m/e) M F T
DIRECTIONS:
\ \
L
A number of statements which people have used to describe them selves are given below. 
Read each statement and then circle the appropriate number to the right of the statement 
to indicate how you feel right now, that is, at this moment. There are no right or wrong 
answers. Do not spend too much time on any one statement but give the answer which 
seem s to describe your present feelings best. &
1 .1 feel calm............
2 3 4
2 .1 feel secure......... 2 3 4
3 .1 am tense..........
2 3 4
4 .1 feel strained..........
2 3 4
5 .1 feel at ease..........
2 3 4
6 .1 feel upset..........
2 3 4
7 .1 am presently worrying over possible misfortunes 2 3 4
8. I feel satisfied.......
2 3 4
9. I feel frightened........... 2 3 4
10. I feel comfortable.....  ^ 2 3 4
11.1 feel self-confident.... 2 3 4
12.1 feel nervous..... 2 3 4
13. I am jittery.......... 2 3 4
14. I feel indecisive...... 2 3 4
15 .1 am relaxed............... 2 3 4
16 .1 feel content......... 2 3 4
17 .1 am worried.... 2 3 4
18. I feel confused.... 2 3 4
19. I feel steady...... 2 3 4
20. I feel pleasant......... 2 3 4
O Copyright 1968,1977 by Charles D. Soielberoer. All riahts rpspn/pH
SELF-EVALUATION QUESTIONNAIRE 
STAI Form Y-2
ead each statement and then circle the appropriate number to the right of the statement to A  ^  ^
dicate how you generally feel. There are no right or wrong answers. Do not spend too ^  ^  ^
iuch time on any one statement but give the answer which seem s to describe how you ^  V  T
snerally feel.
:1.1 feel pleasant  1 2  3 4
:2.1 feel nervous and restless - 1 2  3 4
3 .1 feel satisfied with myself.............................................................................................. 1 2  3 4
4 .1 wish I could be as happy as others seem to b e .................................... '................. 1 2  3 4
5. I feel like a failure......................................................................................................... 1 2  3 4
6 .1 feel rested..................................................................................................................  1 2  3 4
7. I am “calm, cool, and collected".................................................................................  1 2  3 4
8 .1 feel that difficulties are piling up so that I cannot overcome them..........................  1 2  3 4
9 :1 worry too much over something that really doesn’t matter....................................  1 2  3 4
3. I am happy.................................................... ................................................. ............. 1 2  3 4
1 .1 have disturbing thoughts........................................................................................... 1 2  3 4
2 .1 lack self-confidence.........................................!..........................................^   1 2  3 4
3. I feel secure."......................................................................................  \  1 2 3 4
I make decisions easily  1 2  3 4
). I feel inadequate...................................................................... *    1 2  3 4
). I am content  1 2  3 4
Some unimportant thought runs through my mind and bothers me...............■  1 2  3 4
1.1 take disappointments so keenly that I can't put them" out of my mind  1 2  3 4
U  am a steady person  1 2  3 4
1.1 get in a state of tension or turmoil as I think over my recent concerns
and interests..................................................... ;................................................... •  1 2  3 4
Copyright 1968,1977 by Charles D. Spielberger. All rights reserved.
blished by Mind Garden, Inc., 1690 Woodside Rd, Suite 202, Redwood City, CA 94061
STAIP-AD Test Form Y 
www.mindgarden.com
ALCOHOL URGES QUESTIONNAIRE
Name________________________________Date______________ Time__________
DIRECTIONS
Listed below are questions that ask about your feelings about drinking. The words 
“drinking” and “have a drink” refer to having a drink containing alcohol, such as beer, 
wine or liquor. Please indicate how much you agree or disagree with each of the
following statements by placing a single mark (like this : X :___:) along each line
between STRONGLY DISAGREE and STRONGLY AGREE. The closer you place 
your mark to one end or the other indicates the strength of your disagreement or 
agreement. Please complete every item. We are interested in how you are thinking or 
feeling right now as you are filling out the questionnaire.
RIGHT NOW
1. All I want to do now is have a drink.
STRONGLY DISAGREE:___:___:___:___:___:___:___ -STRONGLY AGREE
2 .1 do not need to have a drink now.
STRONGLY DISAGREE:___:___ :__ :___ :___ :____:_: STRONGLY AGREE
3. It would be difficult to turn down a drink this minute.
STRONGLY DISAGREE:___:___ :__ :___ :___ :____:_: STRONGLY AGREE
4. Having a drink now would make things seem just perfect.
STRONGLY DISAGREE:___:___ :__ :___ :___ :____:_: STRONGLY AGREE
5 .1 want a drink so bad I can almost taste it.
STRONGLY DISAGREE:___ :___ :__ :___ :___ :____:_: STRONGLY AGREE
6. Nothing would be better than having a drink right now.
STRONGLY DISAGREE:___ :___ :__ :___ :___ :____:_: STRONGLY AGREE
7. If I had the chance to have a drink, I don’t think I would drink it.
STRONGLY DISAGREE:___ :___ :__ :___ :___ :____:_: STRONGLY AGREE
8 .1 crave a drink right now.
STRONGLY DISAGREE: : : : : : :  : STRONGLY AGREE
1994 BY Michael J. Bohn.
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Patient Information Sheet
Title: An investigation into the nature of cravings that occur during abstinence 
from alcohol.
You are being invited to take part in a research study. Before you decide it is 
important for you to understand why the research is being done and what it will 
involve. Please read the following information carefully and discuss it with your 
keyworker or others if you wish. Ask us if there is anything that is not clear or if you 
would like more information. Take time to decide whether or not you wish to take 
part. Thank you for reading this.
What is the purpose of the study?
People who stop drinking frequently report having cravings for alcohol. In some cases 
research has shown that these cravings can lead to relapse. Therefore the main aim of 
the study is to gather information to help us understand cravings in people who have 
just begun to abstain from drinking alcohol. This information will be used to help us 
understand more clearly the role of cravings in relapse. The study will be carried out 
over 14 days.
Why have I been chosen?
Everyone who has been admitted to the assisted alcohol withdrawal programme on 
Narcissus Ward will be asked to take part in the study. It is important to include as 
many people’s experiences of craving as possible. Therefore we hope that up to 40 
people agree to take part in the study so that we gain an accurate representation of the 
range of experiences that can occur in this situation.
Do I have to take part?
Participation in this study is entirely voluntary. In other words it is up to you to decide 
whether or not to take part. If you do decide to take part you will be given this 
information sheet to keep and be asked to sign a consent form. If you decide to take 
part you are still free to withdraw at any time and without giving a reason. This will 
not affect your treatment programme or the standard of care you receive in any way.
What will I have to do if I take part?
Your entire involvement in the research study will take place on the ward during your 
hospital stay. It will involve less than 4 hours of your time, which will be spread out 
over 14 days. To start with you will be introduced to the researcher who will discuss 
the study and answer any questions. If you agree to take part at this stage the 
researcher will arrange an appointment time to meet to carry out an interview. During 
the interview the researcher will take a brief drinking history and ask you to complete 
3 short questionnaires about symptoms of craving, alcohol withdrawal and anxiety. 
Also the researcher will take a measure of the physical activity in your body which is 
an important feature of alcohol withdrawal. This is a simple painless procedure 
involving attaching two small sensors to your finger.
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On day 1,2,3,4,6,7,8 & 9 the researcher will meet with you briefly (5 minutes) and ask 
you to complete the craving questionnaire only. On day 4 and day 13 you will be 
asked to take part in the following experiment which is designed to assess how you 
feel in the presence of alcohol. There are two parts to this experiment. One part 
involves assessing how you feel when an alcoholic drink is placed in front of you 
which you will not be permitted to drink. This will last 5 minutes. A second part 
involves assessing how you feel when you are in the presence of a soft drink of your 
choice. This will also last 5 minutes. Some people will be asked to resist the alcohol 
drink first and then the soft drink and for others it will be the other way around. Each 
person will have a 5 minute break between presentations of the drinks. While you are 
involved in this part of the study you will be asked to complete two short 
questionnaires. Also the level of physical activity in your body will be monitored 
constantly, again by attaching a small sensor to your finger. Day 13 will end your 
involvement in the study.
Are there any restrictions involved in taking part in the study?
As exposure to alcohol forms part of this study on day 4 and day 13, it is strongly 
advised that you restrict your activity on these days so that you stay on the ward or are 
accompanied by staff off the ward for up to two hours following your participation in 
the study. This is a precautionary measure to avoid further exposure to these cues on 
these days. Also ward staff will be available to talk over any concerns that you may 
have following your participation in the study.
Will taking part in this study cause me any harm?
This type of measurement has been used in research for many years without causing 
any harm to people who take part. However, you might experience some discomfort 
for a short period during the exposure to alcohol. You will not at any time be asked to 
drink any alcohol, but you might feel some craving for a few minutes during and after 
the exposure.
What are the possible benefits of taking part?
The information we get from this study may help us to understand the nature of 
cravings in people undergoing alcohol withdrawal better. In turn we hope that this 
will improve the way we treat alcohol craving in the future. There is also some 
evidence to show that exposing people with alcohol problems to alcohol can help to 
reduce craving in the future, and it has been used as a form of treatment.
Confidentiality
All information collected about you during the course of the research will be kept 
strictly confidential. Any information about you which leaves the hospital will have 
your name and any other personal details removed so that you cannot be recognised 
from it.
What will happen to the results of the research study?
The findings from the study will be written up for publication within the addiction 
field and as part of the researchers Doctorate in Clinical Psychology training at the 
University of Surrey.
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Who is organising the research?
The research is a collaboration between Dr Colin Drummond, Consultant Psychiatrist 
on Narcissus Ward and Michelle Peoples, Trainee Clinical Psychologist at the 
University of Surrey.
Contact for further information
Further information can be obtained from Michelle Peoples, who can be contacted on 
07815951518. Thank you for taking time to read this information and for considering 
taking part in this study. If you agree to take part you will be given a copy of this 
information sheet to keep and a signed consent form to keep.
May 2002: Version 2
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Patient Identification Number:
CONSENT FORM
Title of Project: An investigation into the nature of cravings occurring during 
abstinence from alcohol.
Name of Researcher: Michelle Peoples
Trainee Clinical Psychologist 
University of Surrey 
Guildford
Surrey, GU2 5XH Please initial box
1 .1 confirm that I have read and understand the information sheet 
dated May 2002 (Version 2) for the above study and have had 
the opportunity to ask questions.
2 .1 understand that my participation is voluntary and that I am free 
to withdraw at any time, without giving a reason and without my 
treatment programme being affected.
3 .1 understand that the researcher, Michelle Peoples, may look at 
sections of my medical notes where it is relevant to my taking part 
in the research. I give permission for the named researcher to have 
access to my ward based medical records.
4 .1 agree to take part in the above study.
Name of patient Date Signature
Researcher Date Signature
Name of person taking consent Date Signature
(if different from researcher)
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Time 
Day 1
Day 3 
Day 4
Day 12
Timeline for administering questionnaires 
Procedure and Measures
Admissions’ Procedure
• SADQ administered by nursing staff
Recruitment Procedure
• Withdrawal craving (i.e. AUQ) taken 
following the recruitment procedure
Initial Interview
• Clinical & Demographic Information
• STAI
• VGA
Cue-exposure Procedure - Trial 1
• Baseline - AUQ (i.e. withdrawal craving)
Skin Conductance
• Cue exposure (Alcohol or soft drink)
- AUQ (i.e. cue-elicited craving)
Skin Conductance
VGA
• Rest - AUQ
Skin Conductance
• Cue exposure (Alcohol or soft drink)
- AUQ (i.e. cue-elicited craving)
Skin Conductance
VGA
• STAI (i.e. state anxiety only) re-administered
Cue-exposure Procedure -  Trial 2 
• As above
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Appendix 3 
Comparative statistics for missing data
Table 6: Comparative statistics for demographic and clinical characteristics of
the sample at time 1 and time 2. -
No missing data Missing data Test Statistic 
& degrees of 
freedom
P
Number 17 17
Gender ratio 12 males; 5 
females
12 males; 5 
females
Number receiving 
acomprosate
2 1
Age of first drink 16.68 18.32 Z = .489 ns
Age of first 
morning drinking
13.78 15.46 Z = .534 ns
Years of problem 
drinking
20.38 14.62 Z =  1.692 ns
SADQ 15.44 17.70 Z — .681 ns
STAI - Trait 54.7 (14.8) 62.1 (12.5) t=  1.55 
df=  31
ns
STAI -  State 44.8 (16.4) 51.1 (13.5) t — 1.20 
df=  31
ns
Medication 18.47 16.53 Z = .578 ns
Mean ranks or means and (SD) are given for each drinking variable and questionnaire 
scores.
ns = not significant
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